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Put your low-back patient 
back the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively ... help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 


® 
€{/ Wallace Laboratories, Cranbury, New Jersey 


(carisoprodol, Wallace) 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients required an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 
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check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


FORMULA: Each 15 cc. (tablespoon) contains: 
Sulfaguanidine U.S.P..... 2 Gm. 
Opium tincture U.S.P. ...0.08 cc. 
(equivalent to 2 cc. paregoric) 


DOSAGE: Adults: Initially 1 or 2 tablespoons from . 
spoons after each loose bowel move- New York 18, N. Y. 


ment; reduce dosage as diarrhea 
subsides. 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink color) 
Exempt Narcotic. Available on Prescription Only. 
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minimize care and eliminate despair with 


brand Methamphetamine Hydrochloride 
Controls food craving, keeps the reducer happy —!n obesity, ‘‘our drug of choice has 
been methedrine . . . because it produces the same central effect with about one- 
half the dose required with plain amphetamine, because the effect is more pro- 
longed, and because undesirable peripheral effects are significantly minimized 
or entirely absent.’’' Literature available on request. 
Supplied: Tablets 5 mg., scored. Bottles of 100 and 1000. 
' Douglas, H. S.: West. J. Surg. 59:238 (May) 1951. 


ral BURROUGHS WELLCOME & CO.(U. S.A.) INC., Tuckahoe, New York 
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PHENAPHEN 
(Basic formula) 
In each capsule: Phenacetin (3 gr.) 194.0 mg.; 


acetylsalicylic acid (2% gr.) 162.0 mg.; hyos- 
cyamine sulfate 0.031 mg.; and phenobarbital 


gr.) 16.2 mg. 


PHENAPHEN No.2 


PHENAPHEN with Codeine gr. 


PHENAPHEN No.3 
PHENAPHEN With Codeine gr. 
PHENAPHEN No.4 
PHENAPHEN with Codeine .........................4. 1 gr. 


SUPPLY: Bottles of 100 and 500 capsules. 


sedative-enhanced analgesia 


To each ‘‘according to his need’’ — maximum safe anal- 
gesia through time-and-pain-tested synergistic formula- 
tions, in four strengths for individualized prescription. 


PHENAPHEN 


PHENAPHEN’ “™ CODEINE 


gr., gr., 1 gr. 


A. H. ROBINS CoO., INC., Richmond 20, Virginia 
Making today’s medicines with integrity ... seeking temorrow’s with persistence 


The real beauty of Robitussin is seen in the relief it brings to cough. By increasing 
the tracheal flow of respiratory tract fluid, Robitussin’s glyceryl guaiacolate turtis useless 
cough into productive cough. Efficient yet gentle, Robitussin helps the cough rid itself 
of the very irritants that cause it. And in more than a decade of use it has proved unques- 
tionably safe, as well as consistently acceptable, to patients of all ages. Robitussin® is 
glyceryl guaiacolate, 100 mg. per 5 cc. dose; Robitussin® A-C adds prophenpyridamine 
maleate 7.5 mg., and codeine phosphate 10.0 per 5 cc. dose 
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ect... ALLAY ANXIETY... PROMOTE VASODILATION 
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ike this; CARTRAX REDUCES 


Clark treated 31 anginal patients who showed signs of anxiety, fear, excitement and other forms of emotional 
stress. On CARTRAX, all 31 fared better than they had on previous therapy...as judged both by subjective 
reports and by reduced nitroglycerin requirements.* : 

CARTRAX combines PETN (for prolonged vasodilation) with ATARAX (the tranquilizer preferred for angina patients 
because of its safety and mild antiarrhythmic properties). Thus, CARTRAX helps you to cope with both com- 
ponents of angina pectoris—circulatory and emotional. 


For a better way to help your angina patients relax, prescribe CARTRAX. *Clark, T. E., in press. 


t ®@tt Dosage: Begin with 1 to 2 yellow CARTRAX “10” 
PETN -+-ATARA tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 
times daily. For dosage flexibility, CARTRAX ‘‘20” 
(pink) tablets (20 mg. PETN plus 10 mg. ATARAX) may be utilized at a level of one tablet 
three to four times a day. The tablets should be administered before meals for optimal — yew york 17, N.Y 
response. For convenience, write “CARTRAX 10” or “‘CARTRAX 20.” As with all nitrates, Division, Chas. Pfizer & Co., Inc. 
use with caution in glaucoma. Supplied: In bottles of 100. Prescription only. Science for the World’s Weil-Being™ 


Tpentaerythritol tetranitrate tf brand of hydroxyzine 
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Beckman — Pharmacology 
The Nature, Action and Use of Drugs 


New (2nd) Edition! The physician in practice 
who wants completely up-to-date coverage of drug 
therapy will find this volume tailor-made to his 
needs. It represents a thorough, sweeping revision 
of a popular textbook. The latest advances in phar- 
macology —tranquilizers, antibiotics, chlorothiazide 
analogues, etc.—have been skillfully incorporated to 
fully update the successful format of the first edi- 
tion. Drugs are classified in logical physiologic units 
by their action on the body rather than their effect 
on disease. You'll find drugs that stimulate or de- 
press Muscle—drugs relating to Blood—drugs 
affecting the Central Nervous System—drugs affect- 
ing Vision, This revision is based on suggestions 
from authorities the world over. Almost every page 
evidences significant changes and additions. 


By HARRY BECKMAN, M.D., Chairman, Departments of Pharmacol- 
sa Marquette University Schools of Medicine and Dentistry; Con- 
County General Hospital and Columbia 
itor, Bock of Drug Therapy, About 815 pages, 

0”, with 150 About $16.50. 
New (2nd) Edition—Just Ready! 


Edwards —An Atlas of 
Acquired Diseases of the 
Heart and Great Vessels 


New! Any physician who is at any time concerned 
with heart disease will find this 3-volume atlas in- 
valuable. It represents the most complete and mean- 
ingful presentation ever issued of structural changes 
involved in acquired heart disease. It clearly sets 
forth the manner in which these morphologic alter- 
ations influence function. For each disorder, Dr. 
Edwards discusses first the anatomy of the part or 
region involved. He then covers both major and less 
common lesions—aided by brilliantly clear illustra- 
tions of gross anatomy and histologic changes. For 
major disease entities he pictures the anatomical 
representation of functional derangements; carefully 
describes differential diagnosis, clinical features, and 
complications. 

Volume I. Diseases of the Valves and Pericardium 


Volume II. Coronary Artery Disease and Hypertension 
Volume III. The Great Vessels 


By JessE E. EDWARDS, M.D., Consultant, Section of Pathologic 
Anatomy, Mayo Clinic, “and Professor of Pathology, Mayo Founda- 
tion, Graduate School, University of Minnesota, Rochester. 3 vol- 
umes, ot about 1450 pages, 8”x1114”, with 2333 illustrations. 
About $65 New — Ready in March! 


Name 


1961 
Current Therapy 


Here are the surest, most effective treatments 
known to medical science today for every dis- 
ease you are likely to encounter. New and im- 
portant changes in treatment for hundreds of 
disease are detailed—diseases you may well be 
called on to treat within the year. Each is writ- 
ten specifically for 1961 Current Therapy by an 
authority who is using it today. 


This volume represents an extensive revision. 
Over 80% of the articles are changed in a sig- 
nificant manner. New subjects include: cardiac 
arrest; the chronic leukemias; pseudomembran- 
ous enterocolitis; varicosities in pregnancy; and 
poison control centers in U.S. and Canada. 


Among the 248 completely rewritten articles are: 
The Common Cold—Diphtheria— Mumps — Polio- 
myelitis—Rheumatic Fever—Congestive Heart 
Failure—Hypertension— Acute Myocardial Infarc- 
tion—Regional Enteritis—Tumors of the Stomach 
—Diabetes Mellitus in Adults—Allergy in Chil- 
dren—Occupational Dermatoses—Cerebral Vascu- 
lar Accidents—Subacromial Bursitis— Bleeding in 
Late Pregnancy and Early Puerperium. 
By 314 AMERICAN AUTHORITIES Selected by a §S 
Board of Consultants. Edited by —_ F. CONN, i) 
About 842 pages, 814”x11”. $12. New —Just "Ready! 


| Order from W. B. SAUNDERS COMPANY {izstington Sauare 


Please send me the following books and charge my account: 
(0 Beckman’s Pharmacology, about $16.50 
(0 Edwards’ Acquired Diseases of the Heart and Great Vessels, about $65.00 
(1 1961 Current Therapy, $12.50 
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in infectious 

in 

in hepatic disease=>+** 

in malabsorption syndrome***7 
in degenerative diseases: 
in cardiac disease 

in dermatitis" 

in peptic ulcer*=° 

in neuroses & psychiatric disorders*** 
in diabetes 

in 

in ulcerative colitis + 

in osteoporosis 

in pancreatitis 

in female climacteric 


Patients with chronic disease deserve 


the nutritional support provided by 


Squibb Vitamin-Minerals for Therapy 


11 vitamins, 8 minerals 
Clinically-formulated and potency 
protected to provide 

enough nutritional support 

to do some good 


with vitamins only 
Theragran 

also available: 
Theragran Liquid 
Theragran Junior 


Theragran products do not contain folic acid. 


1-41 alist of the above references will be supplied on request, 
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STHERAGRAN’® Is A SQUIES TRADEMARK Squibb Quality—the Priceless Ingredient 


Available only to physicians for their distribution— 


- Complete Cholesterol Depressant 


Menus and Recipe Book 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 8 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 


specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 
ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


A new, authoritative patient-aid . . . for professional distribution only 


Poly-unsaturated Wesson is unsurpassed by any readily 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) ........... 50-55% 
Oleic acid glycerides (mono-unsaturated) ............ 16-20% 
Palmitic, stearic and myristic glycerides (saturated)... . 25-30% 
Phytosterol (Predominantly beta sitosterol) .......... 0.3-0.5% 
Total tocopherols 0.09-012% 


Never hydrogenated—completely salt free 


available brand, where a vegetable (salad) oil is medically recommended 


for a cholesterol depressant regimen. 
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USE THIS HANDY ORDER FORM 


The Wesson People, 210 Baronne St., New Orleans 12, La. 


Please send______free copies of 
“Your Cholesterol Depressant Diet Cook Book” for use with patients, 
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ADVERTISEMENTS 


When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


MAXIP 


potassium phenethicillin 


Consistent dependable therapeutic response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms, 

Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 


stituted liquid. Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 

Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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ADVERTISEMENTS 


New Isuprel Compound Elixir, with a pleasant. vanilla flavor, Keeps 
the bronchi dilated in patients with asthma and chronicbronchitis. 
Isuprel Compound Elixir permits easy breathing, prevents Broncho- 
spasm, promotes expectoration and reduces wheezing or disturb- 
ing allergic or bronchitic cough. 

Isuprel Compound Elixir is a balanced expectorant bronchodilator, 
It provides three bronchodilators, Isuprel, ephedrine and theapnyr 
line, with the expectorant potassium iodide in one palatable mixture. 


 {t also contains Luminal® to negate any possible side etrects trom 


the adrenergic medication and. to provide’a mild Sedative erect, 
Isuprel Compound Elixir makes patients more serene Dy 
or alleviating symptoms” and prolonging relief} day Or nignt. 
isuprel Compound Elixi ‘: especially suitable for-chiidren, but 
its pleasant taste will welcomed by patients of any ese. 


NEW 


compound 


ELIXIR 


allergic 
chronic. 
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Each tablespoon (15 co.) 
contairie: 
Isuprel (brand of 
isoproterenol) 2S me 
Ephedrine sulfate:, 12 meg. 
Theophylline AS mee. 
Potassium iodide...) 
Luminal (brand 
Dosage: 
Chidren--from to 3 teaspoons. 
{5 to 18 ce) three times 
tablespoons {15 to ot.) three 
or four times daily as required. 
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ANNOUNCING— 

SPECIFICALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICILLIN 
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sodium dimethoxypheny] penicillin 

FOR INJECTION 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 

STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 
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OrriciAL PACKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 
For Injection 


CUT HERE FOR FILING 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 

Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxypheny] penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patient. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 

For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
(continued) 


CUT HERE FOR FILING 


OrrictiaAL PacKace CircuLar (continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 mcg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1 hour; and then progressively decline to less than 
1 mcg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 


CUT HERE FOR FILING 


CUT HERE FOR FILING 


! 
4 
uy 
a 
! 


1004 
90. In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 
80 and retained its antibacterial action. 
By contrast, penicillin G was rapidly 
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Specifically for “resistant” staph... 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


The failure of staphylococcal infections to respond to penicillin therapy is attributed to 
the penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 


Unlike other penicillins: 
1 Srapuciin is effective because it retains its antibacterial activity despite the pres- 
ence of staphylococcal penicillinase. 


2 The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
a wide variety of infections due to “resistant” staphylococci, many of which were serious 


and life-threatening. 


Like other penicillins: 

STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
pain or irritation at the injection site is comparable to that following the injection of 
penicillin G. Jn occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
plete information on the indications, dosage, and precautions for the use of STaPHCILLIN. If you desire 
additional information concerning clinical experiences with STAPHCILLIN, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061,20r by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N. Y. 20, N. Y. 


BRISTOL LABORATORIES » SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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The cigarette that made the Filter Famous! 
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It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And. no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


© 1961 P. LORILLARD Co. 


A PRODUCT OF P. LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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WHY 


Because the active ingredients of a spermicidal prepara- 
tion must diffuse rapidly into the seminal clot and 
throughout the vaginal canal to be clinically effective. 
Lanesta Gel offers this dwal protection. Its four 
spermicidal agents quickly irivade the clot to stop the 
main body of sperm. It spreads evenly and quickly 
throughout the vaginal canal--seeks out every wrinkle 
and fold that may offer concealment to sperm. With 
this rapid diffusion, your patient receives full benefit 
of the swift spermicidal action of Lanesta Gel — 
minutes — a decisive measure in conception control. 
In Lanesta Gel 7-chloro-4-indanol, a new, effective, 
nonirritating, nonallergenic spermicide, produces im- 
mediate immobilization of spermatozoa in dilution 


Supplied: Lanesta Exquiset® . 
Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with fe 


applicator; 3 oz. refill tube — available at all pharmacies. 


Manufactured by. Esta Medical Laboratories, Inc., Alliance, Ohio, 


. with diaphragm of prescribed size and type; universal introducer; 


Distributed by GEORGE A. BREON & Co., New York 18, N. Y. 


as DIFFUSION IMPORTANT? 


of up to 1:4,000. The addition of 10 per cent NaCl in 
ionic form greatly accelerates spermicidal action. Ri- 
cinoleic acid facilitates rapid inactivation and immo- 
bilization of spermatozoa and sodium lauryl sulfate 
acts as a dispersing agent and spermicidal detergent. 


Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 
spermatozoa. 
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Each of the babies pictured on this page 
was borne by a mother with a documented 
previous history of true habitual abor- 
tion, who was treated with DELALUTIN 
during the pregnancy leading to this birth 


LIVING PROOF OF FETAL SALVAGE WITH 


DELALUTIN 


SQUIBB HYDROXYPROGESTERONE CAPROATE Improved Progestational Therapy 


Garden City,N.Y. ™ 


Lincolnwood, Ill. 


Denver, Colo. 


No. Massapequa, L.1., 


Roselle, Ill. Seaford, N. Y. Hartford, Conn. East Williston, N. Y. Norwich, Vt. 
DELALUTIN offers these advantages over other progestational agents 


¢ long-acting sustained therapy * more effective in producing and maintaining a 
completely matured secretory endometrium * no androgenic effect * more concen- 
trated solution requiring injection of less vehicle + unusually well-tolerated, even in 
large doses * fewer injections required * low viscosity makes administration easy 


Complete information on administration and dosage is supplied in the package insert 


Supply: 
Vials of 2 and 10 cc., each containing 125 mg. of hydroxyprogesterone caproate in benzyl benzoate and sesame oil. 


Also available: DELALUTIN 2X in 5 cc. multiple-dose vials. Each cc. contains 250 mg. hydroxyprogesterone caproate 
in castor-oil, preserved with benzyl alcohol. 


Squibb Quality — The Priceless Ingredient 


“DELALUTIN’ 1S A SQUIBB TRADEMARK 


SQUIBB 
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QUALITY / 


See 
both blood picture 
and patient respond to 


TRINSICON® 


(hematinic concentrate with intrinsic factor, Lilly) 


For a rapid hematological response 
. striking clinical improvement 


Two Pulvules® Trinsicon daily are capable of 
producing in ten days an Hb and RBC re- 
sponse comparable to that obtained after a 
transfusion of one pint of whole blood. For 
potent, complete anemia therapy, prescribe 
Trinsicon ... just 2 a day for all treatable anemias. 


Two Pulvules Trinsicon (daily dose) provide: 


Special Liver-Stomach Concentrate, Lilly 
(containing Intrinsic Factor) . . . . 300 mg. 


Vitamin By with Intrinsic Factor 


Concentrate, N.F.. . . . . 1.N.F. unit (oral) 
Cobalamin Concentrate, N.F., equivalent 


(The above three ingredients are clinically equiva- 
lent to 114 N.F. units of APA potency.) 


Ferrous Sulfate, Anhydrous. . ... . 600 mg. 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 

Ascorbic Acid (VitaminC)...... 150 mg. 
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Intracranial Trauma 


Scientific 
ARTICLES 


Carotid Arteriography in Its Management 


WILLIAM P. WILLIAMSON, M.D., F.A.C.S. 


HEAD INJURIES WILL UNDOUBTEDLY continue to 
plague us as a national problem. The shocking fact 
that more Americans have been killed on the high- 
ways of our own land, than have been killed in all of 
the wars put together, makes it evident that we physi- 
cians will continue to face this problem in increasing 
numbers in the future. Thus, any improvement in the 
management of this challenging task should readily 
be welcomed by all. 

Only five per cent of head injuries require actual 
surgery, yet there are a large number in which the 
question arises as to whether or not surgery is indi- 
cated. Thus, any study which will clearly rule in or 
out the surgical indications is welcomed. It is cer- 
tainly an improvement if one can eliminate unneces- 
saty surgery in the critical head injury, and any test 
that will locate surgical lesions that would be missed 
by routine exploratory trephinations is of obvious 
importance. 

Until five years ago, our general policy in consid- 
ering the possibility of surgical bleeding in a crit- 
ical head injury was “when in doubt, trephine.” The 
‘number of negative trephinations of the skull were 
reported proudly as evidence of careful management 
of head injuries. This was considered a reflection of 


From the Department of Surgery, Section of Neurosur- 
gery, University of Kansas School of Medicine, Kansas 
City 12, Kansas. This paper was presented at the Kansas 
Chapter of the American College of Surgeons meeting at 
El Dorado, Kansas. 
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good surgical judgment, and was evidence of a service 
that was on its toes, leaving no stone unturned to 
make sure an intracranial clot is not being overlooked. 
These figures did not, however, reflect the occasional 
case in which trephination of the skull actually missed 
an abnormally placed extradural hematoma, either at 
the frontal pole or in the posterior fossa, resulting 
in death of the patient. They also did not reflect 
intracerebral hematomas which were missed by simple 
trephinations of the skull, nor did these figures reveal 
how many patients had died following unnecessary 
surgery on a critical head injury. It is true that simple 
trephination of the skull is minor surgery, but other 
factors enter into the mortality rate of this operation. 
Under local anesthesia, the patient is thrashing about, 
is hidden under drapes with his head twisted to one 
side and then to the other, and this presents a difficult 
problem to the anesthetist to keep the airway open, 
particularly if there is vomiting, bleeding from the 
nose or mouth, or excessive secretions that are so 
common in head injuries. The other alternative is 
general endotracheal anesthesia, but adding general 
anesthesia to the patient with a critical head injury 
increases the mortality rate. 


Head Injuries Management 


A gradual transition has occurred in our manage- 
ment of head injuries over the past five years, so that 
we now are almost startled to realize that we prac- 
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tically never perform negative trephinations of the 
skull. We now have at our disposal intracranial arte- 
riography, which specifically diagnoses preoperatively 
extradural hematoma, subdural hematoma, and intra- 
cerebral hematoma, clearly indicating surgery, and 
exactly localizing the lesion. The exclusion of such 


Figure 2. Extradural hematoma displacing surface 
vessels away from skull in temporal fossa. 
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Figure 1. Normal arteriogram excluding subdural hematoma. 


lesions by this test eliminates the need of useless sur- 
gery. This test has come to our aid on many occasions 
in which the differential diagnosis was confusing, and 
has avoided surgery in patients in whom the eventual 
proper diagnosis was established as fat embolism, 
thrombosis of the carotid artery in the neck, throm- 
bosis of the middle cerebral artery, or spontaneous 
rupture of an intracranial aneurysm. How often one 
has had to face the problem of the unconscious patient 
brought in hemiplegic, with a bruise on the head, 
and have the question arise ‘did this patient have a 
stroke, and then fall and bump his head, or did he 
sustain a head injury which has now produced hemi- 
plegia and coma?” We now have a much easier way 
out than multiple skull trephinations, and if these 
are negative, then a veniriculogram. 

Arteriograms have now become so common on our 
service that they are routinely utilized in every head 
injury when there is the least suspicion of any change 
for the worse, or in one who is not improving as 
rapidly as we think he should. The technique is sim- 
ple and safe, and can be done under local anesthesia. 
The patient is placed on the x-ray table with chin 
extended. A Cournand needle with hollow stillete is 
percutaneously inserted into the common carotid ar- 
tery by palpation. This, of course, does require a bit 
of practice and skill, but can be readily mastered by 
the average resident or individual who does the test 
frequently. Six to eight cc of 50 per cent hypaque 
are rapidly injected, and AP and lateral views of the 
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skull are taken. Various techniques ate used in which 
serial films may be obtained. At present, we are ob- 
taining four films in each of the two planes on one 
injection of dye. Thus, the arteries, capillaries, and 
veins of the brain are visualized in both lateral and 
AP planes. Displacement of the surface vessels away 
from the dura is absolutely diagnostic of extradural 
or subdural hematoma, depending on the location of 
the displacement. Typical deformity of the deeper 
vessels is characteristic of intracerebral hemorrhage, 
and discretely localizes masses in either the frontal 
or temporal lobes. Completely negative arteriograms 
exclude most space occupying masses, and thus avoids 
unnecessary surgery. This test can be quickly done, 
does not upset intracranial pressure as air studies do, 
and does not require general anesthesia. Complica- 
tions are rare. 


Cases 


Several examples are herein briefly cited to show 
how this study aids in the management of head in- 
juries. 

The first case is that of an adult who sustained a 
head injury which rendered him unconscious, causing 
a linear skull fracture on one side. He recovered 
satisfactorily, was dismissed from the local hospital 
in six days, but two weeks later his local physician 
noted beginning papilloedema in his optic fundi. In 
one more week, full blown choked discs demanded 


Figure 3. Atypical extradural hematoma at frontal 
pole missed by routine temporal trephination. 


that we hospitalize him with the presumptive diag- 
nosis of subdural hematoma. Carotid arteriograms 
were done (Figure 1) which reveal the normal pat- 
tern of surface vessels snug up against the dura, posi- 
tively excluding subdural hematoma, and no shift 
or deformity of the vessels to suggest intracranial 
mass. We thus felt sure that this was simple transient 
increase in pressure from obstruction of the sub- 
arachnoid pathways by blood, and that spontaneous 
recovery would occur. Accordingly, no surgery was 
performed, and within a month the papilloedema re- 
ceded. Interestingly enough, this patient is now suing 


Figure 4. Atypical extradural hematoma at frontal pole displacing anterior cerebral artery posteriorly and 
to right. 
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his employer for a large sum of money claiming head- 
aches, nervousness, and personality change due to 
trauma. Had we operated and done negative trephina- 
tions of the skull, he would likely have had terribly 
painful scars, and the four burr holes would probably 
augment the symptoms and the judgment. 

The following case is an example of a typical 


Figure 6. Intracerebral hematoma in frontal lobe displacing anterior cerebral artery downward, confirmed 


by pneumoencephalogram. 


Figure 5. Chronic subdural hematoma displacing surface arteries and veins away from dura. 


extradural hematoma, suspected in a child who, after 
a head injury and lucid interval, became more stu- 
porous and developed a 3rd nerve palsy. Carotid 
arteriogram (Figure 2) reveal the typical displace- 
ment of the surface vessels of the brain away from 
the skull in the temporal fossa. Note also the upward 
displacement of the middle cerebral artery due to 
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the low lying clot. Immediate surgery verified the 
lesion, and excavation of the clot resulted in prompt 
recovery. 

The next case is a tragic example of an extradural 
clot in a five year old child admitted to our emer- 
gency room six years ago, with the classical clinical 
history and findings of an extradural hematoma. Bi- 
lateral trephinations in the temporal region were neg- 
ative, and the child died within two hours. Autopsy 
revealed a massive extradural clot (Figure 3), atypi- 
cally located over the right frontal pole. We had 
missed the lesion with our trephination by one cen- 
timeter, and had it been located, it could have been 
easily evacuated and saved the child’s life. At that 
date we were not using arteriograms in head injuries. 

A similar extradural hematoma at the frontal pole 
was recently seen in an adult, and was first missed 
by temporal trephinations. Arteriograms were then 
done (Figure 4) which reveal a marked shift of the 
anterior cerebral artery to one side and posteriorly, 
locating the clot over the anterior pole. He was 
quickly returned to the operating room for successful 
evacuation of the clot. 

Figure five is simply an example of the typical 
arteriograms of a patient with a subdural hematoma. 
Note the displacement of the surface vessels in both 
the arterial and venous phases, and note the site of 
the lesion is at a higher location than the extradural 
hematoma. 

Next are examples of successfully evacuated intra- 


Figure 7. Intracerebral hematoma in temporal lobe 
displacing middle cerebral artery upward. 


cerebral hematomas located by arteriography. The 
first one is in an adult who struck his head on a rafter 
and subsequently had a Jacksonian seizure. Figure 
six reveals the focal downward displacement of the 
supracallosal artery, confirmed by pneumoencephalo- 


Figure 8. Aneurysm of internal carotid artery below bifurcation. 
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Figure 9. Thrombosis of internal carotid artery in the 
neck. 


gram. Liquid hematoma was aspirated by needle suc- 
tion, relieving the symptoms. This lesion obviously 
would have been missed by a simple trephination of 
the skull. The second example is that of an elderly 
patient admitted with no history, who was stuporous, 
hemiplegic, and had a bruise on his head. Arterio- 


Figure 10. Atherosclerotic plaque markedly narrowing 
internal carotid artery just above bifurcation of common 
carotid artery in the neck. 
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grams revealed (Figure 7) marked elevation of the 
middle cerebral artery, diagnostic of a large mass 
in the temporal lobe. Following surgical evacuation 
of a large hematoma within the temporal lobe, the 
patient recovered. 

Examples of other conditions, diagnosed by arteri- 
ography, that mimic head injury are pertinent. One 
is a 15-year-old boy who was in a car wreck, sus- 
taining multiple fractures, but only minor head in- 
jury. Three weeks later, he had severe headache, be- 
came stuporous, and spinal tap revealed bloody spinal 
fluid. Arteriograms (Figure 8) revealed no lesion 
resulting from trauma, but disclosed a congenital 
aneurysm of the carotid artery which had ruptured. 
It was successfully ligated intracranially with no 
residual neurologic deficit. 

Back to the old question of ‘which came first, 
the stroke or head injury?” Figure nine is an exam- 
ple of an arteriogram disclosing thrombosis of the 
carotid artery in the neck, this one being diagnosed 
too late to benefit the patient by surgery. Figure 10, 
however, reveals a typical atherosclerotic plaque pro- 
ducing fluctuating neurologic deficit, which can be 
surgically corrected by endarterectomy by the vas- 
cular surgeons. 

A final example is that of a patient who had a 
convulsion, fell off a ladder, struck his head, and had 
bloody spinal fluid, and then subsequently continued 
to have seizures. Did he have the seizure from some 
other brain lesion with an insignificant head injury, 
or did his head injury result in post-traumatic epi- 

(Continued on page 60) 


Figure 11. Brain abscess outlined in artetiogram by 
dye in the capillaries of its capsule. 
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Concepts of Intersexuality 


New Methods of Sexual Identification and 
Improved Therapy for These Unfortunates 


WILLIAM H. BROWNING, M.D.; D. CRAMER REED, M.D.; 


HAROLD F. O’DONNELL, M.D., Wichita 


THE SOMEWHAT obscure subject of intersexuality is 
worthy of review for several reasons. 

First of all, we continue to live in this period 
which has been characterized as evidencing a “pop- 
ulation explosion.” There ate more and more chil- 
dren, hence there are greater numbers of children 
showing these abnormalities. 

Secondly, a prompt and proper recognition of the 
true state of affairs in these cases is mandatory. That 
is to say, a real disservice will have been rendered 
these unfortunates and their families, if the physician 
at the delivery table, or the physicians consulting with 
him, misinterpret the sex of the infant. Though these 
cases are unusual, they are not rare, and the majority 
of physicians will at some time be called upon to 
render judgment in some phase of this problem. 

Finally, in the past decade, there have come into 
being new methods of sexual identification, clearer 
concepts regarding some of the syndromes of inter- 
sexuality, and remarkably improved therapy for many 
of these individuals. 


Sexual Development 


Genetic sex is determined at the moment when the 
ovum bearing an X chromosome is fertilized by the 
spermatazoon bearing either an X or a Y chromosome. 
We are well familiar with the fact that if the male 
cell bears an X chromosome, the individual will in 
the ordinary course of events, be a female and if the 
male cell bears a Y chromosome, likewise, the indi- 
vidual will be male. 

Similarly, we are aware that an interference with 
orderly progression sometimes happens and that as 
a result hermaphroditism and pseudohermaphroditism 
occur. Table I demonstrates in outline form the steps 
in sexual development which are discussed below. 

The theory is advanced, and there is good evidence 
in animal experimentation to support it, that chro- 
mosomal or nuclear sex does determine gonadal sex 
and that gonadal sex determines genital and somatic 
sex, that is, body sex. Then an interference or an 


This paper was presented before the Kansas Chapter of 
the American College of Surgeons meeting in El Dorado. 
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injury to the gonads at the appropriate embryologic 
period could alter genital sex (internal and external) 
and thus body sex. 

Female rabbit embryos castrated in utero prior to 


The present concepts of hermaphro- 
ditism and kindred disorders are briefly 
reviewed. A plea is made for accurate 
sexual identification of the newborn. 
Improved methods of diagnosis and treat- 
ment are pointed out. 


the stage of sexual differentiation, go on and develop 
normal female external and internal genitalia. More 
interesting is the fact that male rabbit embryos cas- 
trated in utero at the same period, develop normal 
female internal and external genitalia; the Mullerian 
structures develop satisfactorily, and the Woolfian 
structures withdraw. Although it has not been proven 
not to be due to the influence of the maternal hor- 
monal effects, these and other animal experiments 
indicate that mammalians tend to develop as females 


TABLE I 


SEXUAL DEVELOPMENT 
Genetic (chromosomal) Sex ———> Gonadal Sex 


Gonadal Sex -——-> Genital Sex (internal genital 
and external genital ) 


Legal Sex 
Genital Sex {50 of Rearing 


except as influenced in the opposite direction by the 
male gonadal effect.1 

Rabbit experimentation involving various degrees 
of testicular injury, and therefore various degrees 
of male hormone deprivation, suggest that the greater 
is the deprivation, the greater is the genital change.1 

Thus, with the least testicular interference there 
results minimal hypospadias; with greater interfer- 
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ence there results marked hypospadias. Then, as still 
greater male hormone deficiency is caused in the fetus, 
there may be exhibited feminine external genitalia but 
male internal genitalia, and finally there results a 
male with female internal and external genitalia. 


Abnormal Genitalia in the Newborn 


Certainly it is the appearance of the external gen- 
italia which causes the signer of the birth certificate 
to write down his verdict as to whether the child 
is male or female. That verdict may not be an easy 
one at which to arrive. The appearance may be such 
as strongly to suggest severe hypospadias with tes- 
ticular undescent. There is the question though as to 
whether one is dealing with a hypospadic penis or 
a hypertrophied clitoris wherein the apparent 
urethral meatus is actually the opening into the 
urogenital sinus. It is not suggested that every hypo- 
spadiac offers a problem in sexual differentiation ; 
however, the more severe cases, the perineal hypo- 
spadiacs, may pose a problem. 

It is worthwhile to examine the advice given by 
those physicians who have amassed a considerable 
experience in dealing with matters of intersexuality.” 
The advice is given that when one is faced with a 
problem of deciding whether an infant is male or 
female one should simply say, “I don’t know,” and 
continue saying that until one does know with cer- 
tainty. These physicians are emphatic in this and 
warn specifically that one should avoid such state- 
ments as, “I don’t know but I think probably that 
it is a boy” or “I don’t know, but the odds are it 
is a girl.” It is far better to say that it will be impos- 
sible to say what the child’s sex is until after certain 
tests have been made. The reason for this is that if 
any word is given indicating one sex and later that 
verdict must be changed, a lifelong stigma may have 
been attached, one which could have been avoided. 
Most often the tests necessary to identify correctly 
the child’s sex can be completed in a few days. 
Diagnosis 

The first diagnostic test, and the easiest to do, is 
the sex chromatin test. This test reported by Moore 
and Barr in 1955 is relatively simple; stained prepa- 
rations of cells obtained by appropriate scrapings of 
the buccal mucosa are studied under oil immersion. 
Though it has been found that most other body cells 
would serve for this examination, the oral mucous 
membrane is most readily accessible. The technique 
is to examine the nuclei of the cells for the sex chro- 
matin mass lying adjacent to the nuclear membrane. 
In females, those cells exhibiting the characteristic 
chromatin mass, generally will be in the proportion 
of about 50 per cent; thus females are spoken of as 
being ‘chromatin positive.” 
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On the other hand in males, the sex chromatin mass 
seldom will be present in over five per cent of the 
nuclei. Males are termed “chromatin negative.” 

The second most helpful test is the urinary 17- 
ketosteroid assay. One reason that this test is so help- 
ful is that in the matter of intersexuality, one may 
divide cases into two great groups (Table II), the 


TABLE II 

A CLASSIFICATION OF INTERSEXUALITY 
PSEUDOHERMAPHRODITISM 

Adrenogenital Syndrome 
HERMAPHRODITISM 

True Hermaphroditism 

Male Hermaphroditism 

Female Hermaphroditism (without virilization ) 
GONADAL APLASIA (Turner’s Syndrome) 
KLINEFELTER’S SYNDROME 


first represented by the adrenogenital syndrome and 
the second represented by all of the various other de- 
formities. 


The Adrenogenital Syndrome 


In the disorder known as the adrenogenital syn- 
drome there is elevation of the 24 hour urinary out- 
put of 17-ketosteroids. Infants, so afflicted, excrete 
the 17-ketosteroids in excess of the normal one mg. 
per 24 hours. Recent advances have shown that the 
test for pregnanetriol is a perhaps even mote specific 
one in evaluating this syndrome. 

The defect responsible for this disease is a basic 
inability for proper production in the adrenal cortex 
of compound F. This in turn leads to greater stim- 
ulation by the pituitary gland of the adrenal cortex; 
the response is an abnormal production of the andro- 
genic 17-ketosteroids. 

The effect of this androgenic hormone on the de- 
veloping female fetus is notably on the external 
genitalia. The clitoris assumes various degrees of 
hypertrophy and may much more nearly resemble a 
penis. Closure of the vaginal outlet leads to there 
being a urogenital sinus opening which can easily 
be confused with the meatus of the perineal hypo- 
spadiac. 

If the newborn in question exhibits elevation of 
the 17-ketosteroids the diagnosis is congenital adrenal 
hyperplasia and if the chromatin test is positive cer- 
tainly the child is female. 

Tumor is hardly to be considered in the newborn 
but in older children and adults the cortisone sup- 
pression test should be carried out in order to differ- 
entiate adrenal hyperplasia from adrenal tumor.* In 
this test, large doses of cortisone are administered and 


i 
! 
| 
! 
| 
| 


FEBRUARY, 1961 53 


the 17-ketosteroid level of excretion is compared with 
the level prior to cortisone administration. Whereas 
in adrenal hyperplasia the level of excretion falls, if 
a tumor is present, the level of excretion remains the 
same or even rises. 

Wilkins discovered in 1950 that the administra- 
tion of cortisone in proper dosage in cases of female 
pseudohermaphroditism due to adrenal hyperplasia 
would suppress the adrenal over-activity and viriliza- 
tion. 

This has meant essentially normal lives for these 
individuals who formerly were doomed to live out 
their lives as freaks. In addition to this medical treat- 
ment, these children almost always require surgery 
directed at the attainment of more normal external 
female genitalia—that is, clitoridectomy and plastic 
revision to open the vaginal outlet. These surgical 
procedures should be carried out sufficiently early in 
life so that the child will retain no memory of her 
abnormal genitalia. 

The adrenogenital syndrome occurs in males but 
discussion of that disorder is not pertinent to inter- 
sexuality. 


Gonadal Aplasia and Klinefelter’s Syndrome 


Recent advances have been made in understand- 
ing two kindred disorders, one in each sex. 

Turner originally described a syndrome wherein 
girls exhibited infantilism, webbed neck, and cubitus 
valgus.° There is a wide variation in the abnormali- 
ties shown by different individuals but short stature, 
sexual infantilism, and elevation of pituitary gonado- 
trophins usually are present. Laparotomy usually dis- 
closes infantilism of the uterus and other Mullerian 
structures and little if any evidence of gonads. Treat- 
ment consisting of estrogenic hormone replacement 
is helpful in gaining breast development and attaining 
cyclic menstruation. The term generally applied to this 
syndrome is gonadal aplasia. 

Since development of the sex chromatin test it 
has been discovered that these individuals generally 
are chromatin negative.’ Actually, a few of these 
individuals have been found to have phallic enlarge- 
ment. 

Although Klinefelter originally described a dis- 
order including small testes, azoospermia, gyneco- 
mastia, normal external genitalia, and elevated urinary 
excretion of follicle stimulating hormone, it is now 
felt that all of these features need not be present to 
constitute a case of Klinefelter’s syndrome. Certainly 
cases are seen without enlargement of the breasts. 
Three certain requisites are the azoospermia, high 
urinary gonadotrophin titre, and testicular tubular 
hyalinization with relatively normal Leydig cell dis- 
tribution. In general, these men have normal sexual 


function. Usually they consult a physician because of 
breast enlargement or infertility. 

Interestingly enough, the chromosomal typing in 
most of these men, is positive, that is female. 

No hormone treatment is indicated except for the 
rare case which exhibits hypogonadism. If breast de- 
velopment is extreme, plastic removal may be indi- 
cated. 

Recently, studies of the individual chromosomes 
using special techniques indicate a bizarre sex chromo- 
some distribution in these two syndromes.® 1° In 
gonadal aplasia there is only a single X chromosome 
and no Y chromosome; in Klinefelter’s syndrome 
there are two X chromosomes and one Y chromosome. 

In summarizing the remarks regarding these two 
interesting syndromes, one ‘can say, from the fact 
that the defect is actually within each cell, that only 
symptomatic treatment makes any sense. Certainly 
their sex of rearing should never be interfered with 
and it would seem unwise to divulge to them all of 
the contradictions of their bodies. 


True Hermaphroditism, Male 
Hermaphroditism, and Female 
Hermaphroditism Without Virilization 


There remain to be mentioned three other types 
of hermaphroditism: true hermaphroditism, male 
hermaphroditism, and female hermaphroditism with- 
out virilization. It should be pointed out that these 
three conditions together amount to far fewer cases 
then are accounted for by the adrenogenital syndrome. 
Whereas the diagnosis of female pseudohermaphro- 
ditism should be made without having to resort to 
laparotomy, the diagnosis of these conditions almost 
surely does require surgical exploration and gonadal 
biopsy. 

A few more than 60 cases of true hermaphroditism 
have been reported in this century.* To be classified 
thusly, an individual must be found to exhibit both 
ovarian and testicular elements; these tissues must be 
identified as such by microscopic examination. In 
other words the criterion for diagnosis is gonadal sex. 
It has been found that these individuals may demon- 
strate either chromosomal maleness or femaleness. 
The tremendous list of various gonadal and genital 
abnormalities that these individuals may exhibit makes 
their discussion in this treatise impossible. 

Male hermaphrodites exhibit chromosomal neg- 
ativity; that is they are genetic males.* Generally the 
external genitalia are female in character although 
phallic enlargement may occur. At puberty these in- 
dividuals may develop in the direction of femaleness 
—breast enlargement, female body habitus, etc.; or 
development may be in the direction of maleness— 
beard growth, lack of breast development, and in 
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fact all of the male attributes. Thus the only evi- 
dence of hermaphroditism may be the finding, noted 
at the time of hernia repair or laparotomy for inci- 
dental reasons, of female internal genital elements 
(Mullerian structures) and testes. These individuals 
have been known to be fertile and father offspring. 

However, the preponderance of male hermaphro- 
dites bear external genitalia of female resemblance 
and so are most often raised as females. 

Female hermaphroditism not due to adrenal hyper- 
plasia, that is female hermaphroditism without virili- 
zation is the rarest of these disorders. Such individuals 
are chromatin positive, have female internal genitalia, 
but have external genitalia bearing a male like ap- 
pearance. Inasmuch as cases have been reported where 
the mother had been receiving androgenic or andro- 
gen like substance during the pregnancy and where 
the mother was afflicted with an arrhenoblastoma dur- 
ing pregnancy, exogenous source of androgen may be 
causative in this syndrome.1 1? 

In this presentation much has been neglected of 
necessity. Such matters as the use of endoscopy and 
radiography in diagnosis, the significance of estrogen 
levels in certain cases, the wide variety of oddities 
present in different individuals showing true her- 
maphroditism all are things passed over in the interest 
of brevity. 


Sex of Rearing 


In closing, there is one matter which should be 
stressed. We have been speaking of the sex of rearing. 
If one should encounter an individual with contra- 
dictory sexual features how should one go about 
making a decision as to whether that child should be 
raised as a male or female? Here we are speaking of 
the child older than a newborn. Should one be 
guided entirely by what the parents say? Do they 
want a boy or do they want a girl? Should one try 
to construct external genitalia to match the gonadal 
sex? Should one remove the internal genitalia and 
gonads which contradict the individual’s sex of rear- 
ing, the sex which was assigned at birth? All of these 
questions may prove exceedingly difficult to answer 
but the experiences of others provide us with some 
very good answers. 

As a practical matter it should be pointed out 
that it is infinitely easier to manufacture a reasonably 
suitable set of female fixtures than it is to construct 
or reconstruct those of the male. Although in gen- 
eral, assignment of sex at birth should be according 
to chromosomal evidence, the meagerness of the phal- 
lus in some male hermaphrodites may be a cogent 
argument in favor of assignment to the female sex. 

As regards the possibility of changing the sex of 
rearing, psychologists with experience have found that 
after about the 18th month of life a reassignment of 
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sex is likely to result in a psychologically inadequate 
individual.2 This is not an absolute rule, this rule 
not to reassign sex after age of 18 to 24 months, 
but apparently always deserves the most serious con- 
sideration. It seems preposterous to maintain a child 
with the adrenogenital syndrome as a boy, one with 
little hope for any kind of physical normalcy, when 
it is realized that with cortisone and a little surgery, 
one could have an individual essentially suitable for 
a rather normal female life. It seems preposterous to 
do this simply because of this admonition from the 
psychologists. However, the figures showing the high 
percentage of severe psychological maladjustment if 
these admonitions are ignored lead one to respect 
the grave consequences of sexual reassignment. This 
is not a hard and fast rule and no decision should be 
made until after careful psychological evaluation of 
the child has been carried out. 

These are problems which may be avoided if at 
the time of birth, when there is any doubt as to the 
sex of the infant, proper testing is carried out and 
the correct sexual label is attached. 
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Cystocele and Prolapse 


The Watkins-W ertheim Interposition Operation— 


LAURENCE S. NELSON, M.D., F.A.C.S., Salina 


Most AMERICAN WOMEN are overfed, and at and 
beyond midlife adiposity is deposited in the abdom- 
inal wall, in the omentum and the mesentery of the 
intestines. Caloric requirements are altered down- 
ward in most, due in part at least to diminished endo- 
crine function. The wide female pelvis for child- 
bearing and the injuries attendant upon that, as well 
as the relaxations which follow, are other causes of 
prolapse of the uterus. 

As a general surgeon interested in observing pelves 
of many women following childbearing and the 
“middle age spread,” it seems that even with no 
injury apparent to either vaginal mucosa or perineum, 
the two leaves of the levator ani muscle may be 
widely separated. 

The supporting structures in the human anatomy 
are certainly inadequate. In the process of evolution 
we have not yet developed supporting ligaments suf- 
ficiently strong to prevent various types of ptosis. 
Witness the number of people with visceroptosis, 
nephroptosis and varicose veins of the extremities. In 
this mechanical age few women in the average Amer- 
ican home need to do much manual labor because of 
the automatic machines. Perhaps as a result, organs 
drop in a large segment of American people. We be- 
lieve it to be the patient’s own business where the 
organs are carried until or unless they cause symp- 
toms. However, a ptotic uterus can cause an array 
of symptoms of which backache, dysuria, occipital 
headache, fatigue, and leukorrhoea (from infected 
cervical glands) are the most prominent. 

This paper is presented, not with the idea of pre- 
senting a new procedure for the repair of prolapse 
and cystocele, but more particularly to review a por- 
tion of the history of the development of these op- 
erations, as well as to point out their advantages in a 
carefully selected group of patients. 

It is to be hoped that a comparative review of 


Dr. Watkins’ and Dr. Wertheim’s techniques may 


prove of some academic interest to other surgeons. 

I learned the Wertheim technique in Vienna in 
1926, and was informed upon my return to this 
country that Dr. Watkins’ similar operation ante- 


This paper was presented at the Kansas Chapter of the 
American College of Surgeons at El Dorado, Kansas. 
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Its Uses and Limitations 


dated Wertheim by a year or more. As nearly as I 
have been able to sift the facts through considerable 
literary research, Dr. Wertheim published, in 1899, 
a description of two operations in which he brought 
the body of the uterus through the anterior fornix. 
He apparently fixed the body of the uterus in this 
area, leaving the corpus exposed in the vagina. The 
technique herein described was a gradual evolution 
from those two original cases. The publication in 
1906 of Dr. Wertheim is the result of that evolution- 
ary process and will be later described. 

Freund in 1896 described an operation which he 
used to repair vesico-vaginal fistulae. He turned the 
uterus forward under the bladder leaving the fundus 
exposed in the vagina. Also he made a hole in the 
fundus at its cornu for drainage. It is reliably re- 
ported in many places that Wertheim was much im- 
pressed by this procedure. 

According to J. St. George Wilson of Liverpool, 
Duhrssen in 1894, did the first of these operations 
and described it as ‘The operative cure of immovable 
and fixed retroflexed uterus.” It was Freund’s descrip- 
tion in 1896—in which he brought the fundus down 
through the anterior fornix leaving the uterus ex- 
posed in the vagina—which impressed Dr. Wertheim. 
He was so struck by this type of procedure that he 
designed his operation as a modification of what 
Freund had done. While Freund used this method 
to cure vesico-vaginal fistual, Wertheim adapted the 
procedure and modified it for a much wider field of 
pathology of the female pelvis. 

Watkins described five operations done in 1898 
which he had developed from the work previously 
done by Duhrssen and Mackenrodt. It was not until 
1906 however that Watkins published his technique, 
and he called it “The transposition operation for the 
cure of cystocele and prolapse,” because the uterus 
is transposed from its original position to a new one. 
Wertheim called it the “Interposition Operation” be- 
cause he placed the body of the uterus between the 
urinary bladder and the vagina. In view of the above 
information I am of the opinion that Freund and 
Duhrssen were the real originators of the idea be- 
hind this type of repair and that both Wertheim and 
Watkins made the pertinent modifications, almost 
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simultaneously, which have made this procedure such 
a valuable adjunct to our surgical armamentarium for 
a selected group of women. The late Frank H. Lahey 
titled a paper he wrote in 1945, “Present Status of 
the Watkins-Wertheim Interposition Operation.” 


Selection of Patients 


Our own experience as well as that of most sur- 
geons who have used the Watkins-Wertheim inter- 
position indicates clearly two salient points. The 
first is the necessity of careful selection of the pa- 
tients on whom to use this operation, and the second 
is to know the technique. 

The classification of uterine prolapse which has 
become classic is satisfactory: First degree when the 
cervix has fallen to the level of the ischial spine, sec- 
ond degree when the cervix is at the level of the 
labia, and third degree when half or more of the 
uterus is outside the vagina when the patient is 
standing. We find the Watkins-Wertheim operation 
applicable in women past the menopause, having a 
normal uterus with a large cystocele and any type of 
prolapse short of complete. If there is suspicion of 
endometrial pathology that question must be satis- 
factorily answered by the pathologist. If the cervix 
is diseased we either clear up the erosion with the 
pin point cautery a couple of weeks befove the inter- 
position, or at the time of the operation it may be 
amputated if it is so diseased that it might lead to 
further trouble later. We have not mentioned age, 
except post-menopause, because we do not deem it 
important since electrolyte balance can be maintained 
and anesthesiology has reached the era of safety it 
now enjoys. We have performed this operation on 
two well preserved women who were octogenarians. 
The results were quite satisfactory. 

The selection of patients on whom to perform this 
operation is so important that some further discussion 
of its proper limitations seems pertinent. Certainly 
we hesitate, regardless of the size of the cystocele or 
extent of prolapse, if the patient is pre-menopausal, 
unless tubal ligation can be done. In two of our cases 
dysmenorrhea was increased by the interposition of 
the uterus between the bladder and the vagina be- 
cause of the anteflexion necessary. If there is any 
question of unresolvable pathology of either the 
uterus or cervix, vaginal hysterectomy is by all odds 
our choice. 


Preparation 

Since the peritoneum is to be opened, the opera- 
tion begins with the cleansing of the vaginal vault. 
This is important enough to warrant comment. This 
technique has undergone numerous changes through 
the years and will probably be changed again. At 


the moment we are using a 1:3000 bichloride of 
mercury vaginal douche the evening before and the 
morning of surgery. After the patient is under anes- 
thesia the parts are scrubbed with Septisol, both in- 
side and out, and then the patient is painted with 
Tincture of Merthiolate. We have thus far avoided 
infections and have not used antibiotics except when 
cystitis develops from wearing the retention catheter 
for four days postoperatively. 


Technique 


There was published in Surgery, Gynecology and 
Obstetrics in 1906 an article titled, “Extensive Cysto- 
cele and Uterine Prolapse” by Dr. Thomas J. Watkins 
which I wish to quote because of its clarity and 
brevity in describing his technique. 

“After the usual preparation, the patient is 
anesthetized and placed in the lithotomy position. 
The uterus is dilated and curetted, if indicated. The 
anterior lip of the cervix is grasped with the vulsella; 
the anterior vaginal wall is incised in the median 
line from the cervix to within one half to one inch 
of the meatus uninarius, care being taken not to in- 
jure the bladder. With the finger covered by gauze, 
the bladder is separated from the uterus by blunt 
dissection. After the bladder has been completely 
separated from the uterus, the uterosvesical fold of 
peritoneum will be observed as a thin, freely movable 
layer of tissue between the finger and the uterine 
body. The peritoneum is either perforated by the 
finger or is grasped with forceps and incised. The 
wound in the peritoneum is then stretched with two 
fingers sufficiently to allow the uterus to be delivered 
through the opening. 

“One should guard against perforating the bladder 
with the finger, by exerting most of the pressure 
upon the uterus, and not upon the bladder wall. In 
cases where difficulty is encountered in separating 
the bladder from the uterus, the procedure can be 
much facilitated by making the separation to either 
side before it is made along the median line, as the 
attachment of the bladder to the uterus is firmer in 
the median line than at the sides. The anterior 
vaginal wall is now grasped on one side at the edge 
of the incision with an eight inch forcep, and sep- 
arated from the bladder wall by means of gauze 
pressure. The same procedure is carried out on the 
opposite side. The extent of separation of the anterior 
vaginal wall from the bladder will vary in different 
cases. It should extend over most of the cystocele 
that comes into view, and should make the flaps suf- 
ficiently large to cover the uterus after it is brought 
into the vagina. The uterus is now delivered into the 
vaginal canal; this may be done by passing the finger 
over the fundus or over the top of one of the broad 
ligaments, or the fundus may be grasped with a 
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cullet-forceps. One should never attempt to grasp 
the anterior wall of the uterus and deliver it through 
the peritoneal opening, as the diameters of this seg- 
ment are much greater than the diameters of the 
fundus. A suture is now passed through the vaginal 
flap near the urethra, through the body of the uterus, 
a little posterior to the fundus, and brought out 
through the opposite flap, at a corresponding point. 
The placing of this suture should vary in different 
cases, the fundus should be drawn sufficiently down- 
ward to support the entire prolapsed bladder wall, 
but care should be taken not to draw it down so 
firmly that it may press upon the urethra and inter- 
fere with urination. This suture is tied, and another 
suture is passed parallel to it. Two or three such 
sutures are usually sufficient, as there is very little 
traction upon them. The remaining portion of the 
wound is now closed in much the same manner as a 
wound is closed in any part of the body. It is im- 
material whether one uses an interrupted or a con- 
tinuous suture. Chromicized catgut, we believe, is 
the best suture material. When the cystocele is ex- 
ceptionally large, the redundant tissue of the vaginal 
flap should be excised.” | 

Our own technique varies from this somewhat and 
can best be described by dividing it into steps or 
stages. 

The first is to grasp the cervix with a double tooth 
tenaculum and after drawing it downward to make 
a circular incision halfway around, rather high up. 
The exact distance must be judged by the length and 
condition of the cervix. Also at this point we decide 
whether or not we will do a cervical amputation. As 
a general rule cervical pathology has been sufficiently 
rectified so that it can safely remain. 

The second step is to find the line of cleavage be- 
tween the urinary bladder and the redundant vaginal 
mucosa. By a combination of blunt and sharp dis- 
section, also dividing it midline, this mucosa is freed 
to within a centimeter of the external meatus of the 
urethra. This dissection is carried lateralward suf- 
ficiently to allow ample replacement of the bladder. 

The third stage is next begun by making a second 
circular incision around the cervix one centimeter 
below the original incision and raising it along 
with its bladder attachment off of the uterus. It is 
important at this stage to stay close to the anterior 
surface of the uterus and to continue until the thin 
fold of the peritoneum, as it reflects over the uterus, 
is plainly seen. We use a trowel retractor under the 
cervical band and bladder to facilitate the next step. 

In the fourth stage we open the peritoneum near 
the fundus of the uterus. This is sometimes easily ac- 
complished with the finger covered with gauze but if 
not it should be grasped with a long forcep and cut 


with scissors. There ate several ways to deliver the 


fundus out into the vagina. Some use a tenaculum, 
some a silk or gut suture, and after drawing the 
fundus down placing another above until delivery is 
completed. Years ago we acquired two long handled, 
blunt pointed button hooks and with these we are 
able to do this delivery with the least damage to the 
tissue involved. This we are sure is important since 
bleeding from wounds in the uterus can be trouble- 
some and sometimes produce hematomata which 
retard or prevent healing. 

The fifth stage consists of two important sutures 
of chronic No. 2 catgut. We suture the cervical band 
with an in-and-out stitch fastening it with its blad- 
der attachment about midway on the posterior uter- 
ine body. The second stitch goes through the vaginal 
mucosa one centimeter below the external meatus of 
the urethra then through the uterus just anterior to 
its cornu and out through the opposite mucosa. 
These two sutures hold the bladder in place. It has 
been pointed out by several anatomists that this twist- 
ing of the broad ligaments has a decided shortening 
effect. I suspect this is true because of the almost 
universal success of the operation when properly 
performed. 

The sixth stage is now accomplished which is to 
resect all of the redundant vaginal mucosa and then 
to close these over the uterus, the shortened trans- 
verse portion of these flaps being sutured to the cut 
edge of the cervix. 

The seventh and last stage is a careful and ade- 
quate perineorrhaphy. The technique of this opera- 
tion is too well known to need detailed amplification. 
A surgeon must be certain to uncover and unite both 
leaves of the levator ani muscle if he has hope of 
success. When this is done there is a pelvic floor 
which will hold for life. There remains a usable 
vagina which in many cases is meritorious. 

As nearly as I can determine there is now only a 
slight difference between the Watkins and Wertheim 
techniques. Wertheim buried the cervical ring which 
supposedly carries its bladder attachment onto the 
posterior wall of the uterus. Watkins, on the other 
hand, elevated the mucosa from the bladder and 
that organ off the uterus, which he then turned for- 
ward under the bladder and there fastened it, as done 
by the Wertheim method. 

I do not mean to imply that this is the only 
method of repair for cystocele and prolapse. Vaginal 
hysterectomy with closure of the broad ligaments 
under the bladder plus a perineorrhaphy has a definite 
place. However, the occurrence of subsequent entero- 
cele, according to many of the authors reporting 
large series of cases, is much greater than where the 
interposition operation can be used. My effort here 
is to remind surgeons of its usefulness and to refresh 
memory as to the technique. 
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Mental Health Clinic 


Growth and Development—A Sequel 


BURRITT S. LACY, JR., M.D., RIX D. SHANLINE, M.S.W., 
and WILLIAM R. DURKEE, M.D., Manhattan 


IN THE May, 1959, issue of this JOURNAL, Chamber- 
lin! described the founding of the Riley County Mental 
Health Center as “the first cooperative endeavor of the 
state and community” of its type in Kansas. Dr. 
Chamberlin highlighted the part played by the State 
in lending medical staff from state institutions to get 
the Center into operation while the community was 
still unable to hire a medical director for the Center. 
The chief purpose of the paper is to report the fact 
that this community psychiatric clinic, which initially 
depended on the support of personnel provided by the 
State Department of Institutions, has in its third year 
of operation come to stand almost entirely on its own 
feet, bringing in nearly sufficient fee income, in ad- 
dition to the allotment of County tax funds, to pay its 
own staff.* 


Staff Additions 


Since the time Chamberlin’s article was written, 
the Clinic has added to its original staff of a psy- 
chiatric social worker and secretary and has accumu- 
lated almost two years’ further experience with rather 
striking growth in its caseload. The Center was able 
to hire a full time psychiatrist in September of 1958, 
allowing Topeka State Hospital to recall its staff 
psychiatrist who had been on loan one day a week to 
the Center. This step was made possible by the action 
of the Mental Hygiene Division of the State Board of 
Health, which alloted to the Center sufficient U. S. 
Public Health funds to pay the psychiatrist’s salary 
for an initial six months. As of September, 1959, the 
loan of the staff psychologist one day a week from 
the State Hospital also ended and the Center was 
authorized by its Board of Directors to employ a full 
time clinical psychologist. The only member of the 
staff at this time (May, 1960) not paid out of the 
Center's own income is a resident psychiatrist from 
the Topeka State Hospital Outpatient Department, 
who is assigned here one day a week as an elective 
part of his training. 


psychiatrist, social worker, and Vice-Presi- 
dent of Board of Directors of Riley County Mental Health 
Center. 

* As described by Chamberlin, the 1957 Kansas Legislature 
authorized a quarter mill levy, under certain specified con- 
ditions, to support a Mental Health Clinic. 
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Functions of the Center 


At this point we can cite some figures to show how 
such a community agency actually functions as it be- 
comes more nearly self-sufficient. Afterward, we 
would like to point to some of the problems which 
need to be considered. 

Table I shows the growth of the Center in 
terms of new cases referred, interview hours with 
patients, size of budget, and percentage of budget 
represented by fee income. It points both to a greater 
use of the Center by the community and to the in- 
creasing ability of the Center to offer services be- 
cause of the additional full-time staff. Some other 
items on this table show that a little less than half of 
the new cases are seen for two interviews or less, 
amounting to a screening, counseling, or consultative 
service, while somewhat more than half are seen on 
a more extended basis, meaning more thorough evalu- 
ation of cases and frequently definitive treatment. 
Further items tabulated point to the use of the Cen- 
ter’s services by members of the medical profession, 
who refer about 30 per cent of the new cases seen at 
the Center and also account for an increasing number 
of consultation visits made by the Center’s psychiatrist 
to the local hospitals. 

An important aspect of the services of such a com- 
munity clinic is the over two hundred hours of ‘‘com- 
munity service,” which includes talks to civic groups 
on mental health subjects, in-service training for pro- 
fessional groups in the community, consultations, and 
conferences with other agencies, and participation in 
community planning groups. At the present time a 
regular consultation service on a fee basis is being 
utilized by one of the local schools and some pre- 
liminary conferences with staff of other schools have 
taken place. Finally Table I demonstrates the fact 
that a third of the cases served at the Center emanate 
from outside Riley County, chiefly from the neigh- 
boring counties to the West and North. 

We now want to describe the structure and setting 
within which the Center is growing. The Center has 
never had any absolute restrictions pertaining to 
clientele, either as to type of problem, age of patient, 
legal residence, or income level. Since it is supported 
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partially by taxes from Riley County, there has been 
a minimum charge for patients residing outside of 
Riley County, this minimum charge being approxi- 
mately the actual cost of the service rendered. The 
case material has varied from mild, acute states of 
anxiety, requiring only a few hours of counseling, to 
severe mental illnesses, occasionally overt psychoses, 
sometimes referred to a mental hospital. 

It is difficult to offer figures defining the amount of 
time devoted to treatment as opposed to time devoted 
to screening and diagnosis. In many of the briefer con- 
tacts with patients, a thorough diagnostic evaluation 
cannot be completed. Some published studies? have 
pointed to clearly significant effects on life adjustment 
resulting from even one or two interviews and our 
own impression from scattered reports on such pa- 
tients has usually been favorable. Approximately ten 
per cent of our new cases go ahead with a relatively 
extended psychotherapeutic investigation of their 
problems, beyond the evaluative process of the first 
five to ten sessions. Up to this point treatment has 
been available without significant delay or limitation. 
A few patients have received psychotherapy over one 
or two years although the bulk of the patients dis- 
continue treatment in less than six months. 

It should be mentioned that family physicians are 
routinely contacted by the Center’s staff after a patient 
has been evaluated, in order to give them some im- 
pressions in regard to the patient’s emotional status 
and the recommendations for treatment. The psy- 
chiatrist and family physician may then confer regard- 
ing the need of a very anxious patient for some seda- 
tion on a temporary basis, while the sources of the 
anxiety are being investigated in interviews. This 
“team approach” to such moderately disturbed pa- 
tients has quite frequently been effective and possibly 
avoided hospitalization for a number of patients. 
When a case is closed, the referring agency is con- 
tacted again to report this fact and to confer about the 
patient’s present status, including consideration of 
prognosis or need for further treatment. 


Organization of the Center 


Of interest to citizens’ groups of other communities 
wishing to organize such a psychiatric facility would 
be the administrative organization and financial as- 
pects of this operation. Dr. Chamberlin’s article gave 
important background material in this area. The 
Center was originally organized under a Board of 
Directors appointed by the City-County Board of 
Health and composed of representatives from the 
City Commission, County Commission, County Mental 
Health Association, City School Board, and County 
Medical Society. This group then selected further 
members from the community at large, up to a total 
of eighteen, and created several hard-working com- 
mittees. The local Association for Mental Health, the 
parent organization of the Center, together with the 
Center’s own board of directors, has been chiefly. re- 
sponsible for the development of the Center. The two 
organizations have kept the community informed of 
the Center’s services and needs through the local 
press and radio, with increasing evidence of aware- 
ness and interest on the part of citizens, for instance, 
by the voluntary activity of several civic groups in re- 
decorating the Center's offices recently, as well as by 
frequent requests for the staff to speak at meetings. 
A definite manual of policies and procedures has been 
adopted by the board, designating working conditions, 
leave policies, salary schedules, etc. 

The original financial backing was obtained through 
donations and a grant from the County Welfare 
Agency. Later the quarter mill tax was levied by the 
County and recently fees have become a major ad- 
dition to the Center’s income. A grant from U. S. 
Public Health funds through the State Board of 
Health has been vital in filling financial gaps during 
the Center’s growth. In the hiring of a psychiatrist, 
a definite budgetary problem was created and a con- 
tinuing deficit exists even though the present fee in- 
come represents a rather high proportion of total in- 
come for a community clinic. At present, fee income 
and utilization of staff time are approaching a maxi- 


TABLE I 
1957 1958 1959 
Interview Hours Actually Utilized... 530 L577 2,170 
Portion of Budget Covered by Fees ..........cccccccceccccvcers 16% 38% 55% 
Portion of Cases Receiving Brief Services (two hours or less) ...... unavailable 53% 48% 
Proportion of New Cases Referred by Physicians ................ _— 31% 27% 


Proportion of New Patients Residing Outside Riley County ........ -— 31% 34% 
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mum, even with the donated time of psychiatric resi- 
dents. 

Since the income from the quarter mill tax is es- 
sentially fixed, it has become clear that the Center 
needs a third source of income in addition to fees 
and taxes, in order to continue to make psychiatric 
services available to lower income groups and have 
time available for other community services. Our fee 
income has been inflated by the considerable number 
of patients in higher income groups (there has been 
no limitation as to income in accepting patients for 
treatment) and by the large percentage of non-resi- 
dent patients with fees at a cost level or above. One 
careful study® of recent origin demonstrates that in- 
dividuals with annual incomes below five thousand 
dollars, as well as families with somewhat higher 
incomes but proportionately larger numbers of chil- 
dren, are unable to pay the high costs of extended 
psychiatric services without essentially total subsidiza- 
tion. It would appear that our present fees are a hard- 
ship for many patients, particularly for the middle in- 
come groups, when extended treatment is needed. One 
recent change in our fee schedule has been designed 
to add a maximum to our income with a relatively 
minimal burden on the individual patient: namely, 
establishment of a minimum fee for the first inter- 
view equivalent to the cost of the staff time involved. 
Unless a third source of income can be found (United 
Fund is one possible source), it will probably be 
necessary to charge, as a minimum, the actual cost of 
the services involved for the initial diagnostic evalua- 
tion of a case, approximately five to ten hours. 


Conclusions 

Along with the problem of balancing the budget 
and adding a psychologist to the clinical team, the 
board and the staff of the Mental Health Center are 
especially concerned with encouraging utilization of 
consultation services to a greater extent by the schools, 
as well as by the courts, police, county welfare, and 
other community agencies. Here it should be noted 
that about one-fourth of our patients are under the 
age of nineteen, probably a rather low percentage of 
children for such a community guidance center. This 
percentage of children is expected to increase when 
the results of the present work with schools has dem- 
onstrated its value to the school administration. We 
feel that the community would obtain the greatest 
returns on its substantial investment of the time and 
effort of many citizens, as well as of tax funds, if the 
special skills of the Center’s staff were used in joint 
planning with these other community agencies rather 
than simply in offering treatment for individual and 
family problems. By its geographical location alone, 
the Center has saved the citizens of the county, as 
well as non-resident patients, a trip of over 50 miles 
to the nearest psychiatric facilities. The total annual 


savings simply in transportation costs (estimated at 
seven cents per mile) is approximately $10,000 for 
the Riley County residents alone. This figure com- 
pares favorably with the $11,500 of tax funds in- 
vested annually by Riley County. The fact that such 
a large fraction of the patients do come from neigh- 
boring counties where psychiatric services do not 
exist points to the possibility of organizing a mental 
health center as a joint project of several counties. 
There is a tri-county pattern established in some states, 
such as Minnesota, and now being considered in some 
areas of Western Kansas. 

Kansas now has several community mental health 
centers, most only partially staffed, of which the 
Riley County Mental Health Center is one of the most 
recent. It was created by a cooperative effort of state 
and community of a type unique for Kansas. We have 
reported on the progress made by the Center in its 
first three years and touched on some of the present 
problems facing the Center as the staff and board of 
directors look to the future. 

Riley County Mental Health Center 
Box 793 

Manhattan, Kansas 
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Intracranial Trauma 
(Continued from page 50) 


lepsy? The fact that he was a federal compensation 
case made this question even more pertinent. Arterio- 
grams finally solved the issue by revealing (Figure 
11) a lesion deep in the brain, actually outlined by 
the dye. This proved at operation to be a brain ab- 
scess, unrelated to trauma, which has been totally ex- 
cised and the patient is now well. 


Conclusion 

Carotid arteriography thus represents a distinct 
advance in the management of intracranial trauma, 
and has become indispensable to us at the University 
of Kansas Medical Center. Perhaps I should close by 
honestly confessing that the main reason I like this 
test, is that formerly one sat up all night watching a 
head injury, sweating it out, worrying about whether 
or not an intracranial clot was developing. Now, 
we simply squirt the dye, and then go home to bed 
for a good night’s sleep! 


University of Kansas Medical Center 
Kansas City 12, Kansas 
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Edited by JOHN D. WARKENTIN, M.D. 


Dr. Klionsky (Moderator): Today we will pre- 
sent two illustrative cases of carcinoma of the larynx. 
They will be discussed as a unit. May we hear the 
histories, please? 

Dr. Wurster: The first patient is a 55-year-old 
man with a history of hoarseness for two months. He 
consulted a physician who examined his larynx and 
biopsied a mass on the left vocal cord. Pathologic 
diagnosis was squamous cell carcinoma, and the pa- 
tient was referred here for treatment. When he was 
first seen in the ENT Clinic, an indirect laryngoscopy 
revealed a mass on the anterior third of the left true 
vocal cord. This did not appear to cross the anterior 
commissure or to involve any other part of the larynx. 
The rest of the physical examination was completely 
normal. 

The second patient is a 56-year-old man. Five years 
ago, following a period of hoarseness, he had had his 
left vocal cord removed because of carcinoma. Follow- 
ing the operation, his hoarseness continued due to 
the loss of one vocal cord, but he did retain his voice. 
His clinical condition remained unchanged for four 
years, but during the past year he developed progres- 
sive loss of voice and progressive dyspnea on exertion. 
By the time he was first seen in the clinic here, even 
mild exercise, such as walking down the hall, made 
him faint and extremely short of breath. Indirect 
laryngoscopy disclosed a ragged, fungating tumor 
partially filling the supraglottic area bilaterally and 
markedly reducing the airway. The epiglottis and 
arytenoid cartilages were not involved. The true vocal 
cord could not be visualized. The remainder of the 
physical examination was within normal limits. A 


tracheostomy was done immediately to relieve the ob- 


struction of his airway. 

Dr. Klionsky: Before we proceed with the dis- 
cussion of these cases, I would like Dr. Proud to re- 
view the anatomy of the larynx giving the more com- 
mon sites of involvement by tumor. How does the 
location of the lesion affect the choice of therapy? 


CONFERENCE 


Carcinoma of the Larynx 


Dr. Proud: The larynx is lined by pseudostratified 
ciliated columnar epithelium with the exception of 
the true vocal cord which is lined by stratified squa- 
mous epithelium. It is on the true vocal cord that 
squamous cell carcinoma, the most common cancer 
of the larynx, usually arises. 

The preferred treatment of carcinoma of the larynx 
will be determined not only by its location but also 
by its size and limitation. It is an oft repeated truism 
that an early diagnosis of cancer affords a good 
chance for cure; a late diagnosis reduces the chance 
and dictates more radical and mutilating treatment. 
The two patients presented today give a good illus- 
tration of this principle. 

The patient is fortunate if his laryngeal carcinoma 
occurs on the true cord, because here it usually de- 
velops on the approximating surface and consequently 
the presenting symptom of dysphonia occurs early. 
The reason for this is that the rough, expanding 
lesion will hold the vocal cords apart on phonation 
and allow much air to escape, thus warning the pa- 
tient that something is wrong. As long as the car- 
cinoma is confined to one vocal cord, as in the first 
patient presented today, and has not extended into 
the ventricles, the false cord, the supra or infraglottic 
areas or the epiglottis, it is considered intrinsic and 
treatment by almost any of the methods employed 
today will be successful in ninety per cent or more 
of cases. For such a localized lesion we prefer to do 
an operation known as the medial thyrotomy or 
laryngofissure. In this operation the thyroid cartilage 
is divided in the midline, and the involved cord, to- 
gether with the internal mucoperichondrium, is ele- 
vated from the underlying cartilage and excised. Of 
course, this will leave the patient with a variable de- 
gree of hoarseness. The functional result depends on 
the healing process. If the scar tissue which is laid 
down to replace the excised true cord is smooth, it 
may effectively function as a new cord and allow the 
opposite cord to come over and make good contact. 
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In some cases, however, the scar tissue is irregular 
and ragged and so is ineffective as a functional cord, 
leaving the patient quite hoarse. The average result 
is an abnormal but still acceptable voice. This opera- 
tion salvages the patient’s larynx; he is able to eat, 
drink, talk, and breathe normally and is in no way 
incapacitated. 

If, however, the diagnosis is delayed until the 
carcinoma has crossed over to the opposite cord or 
even extended beyond the true vocal cords, as it had 
in the second patient presented today, the tumor must 
be considered extrinsic and requires a more radical 
approach. An anterior hemilaryngectomy may be done 
in selected cases, but this operation is unpopular with 
most surgeons. In most cases a wide field laryngec- 
tomy is indicated. In this operation the larynx, to- 
gether with its extrinsic muscles, all of the strap 
muscles, the epiglottis, hyoid bone, the epiglottic 
space and sometimes even a portion of the pharynx 
or the base of the tongue, is removed. If the tumor 
is largely confined to one side but quite extensive, 
a combination of wide field laryngectomy and radical 
neck dissection en bloc is carried out. In the radical 
neck dissection the sternomastoid muscle, the jugular 
vein and all of the areolar and glandular tissue along 
the carotid sheath are removed along with the larynx 
as one specimen. When this is done, the pathologist 
will frequently find nests of metastatic carcinoma in 
the lymphoid tissue even though no enlarged nodes 
were palpable pre-operatively. 

If the tumor extends over too far into the piriform 
sinus or involves the epiglottis or the base of the 
tongue, it becomes inoperable and irradiation then 
remains the only mode of treatment. Even in these 
cases the prognosis is not entirely hopeless. For ex- 
ample, one of our patients was first found to have 
inoperable carcinoma of the larynx at the end of 
World War I. He received radiation therapy and 
still shows no signs of recurrence. 

A carcinoma may also start on the false vocal cord, 
the epiglottis, the arytenoid cartilage or some other 
area where it fails to produce symptoms until it has 
become large enough to obstruct the airway or until 
it encroaches upon the vocal cord to result in hoarse- 
ness. Because of the late symptoms, of course, the 
prognos.s in these patients is much worse than in 
those with cancer arising on the vocal cord itself. 

A Student: The second patient apparently de- 
veloped a recurrence within four years after his 
laryngofissure operation. Evidently he was not fol- 
lowed too closely since the tumor reached such a 
large size. How long should a patient be followed 
after operation to be assured of a cure? 

Dr. Proud: We do not like to speak of a five year 
cure as is frequently done for cancer in other parts 
of the body. A five year cure should not be considered 


a cure at all but simply an arrest. For this reason we 
follow our patients for as long as they or we last. 
We see them every six months at first and every eight 
months thereafter. 

Dr. Klionsky: Dr. Tice, will you discuss the con- 
troversial question of primary radiation therapy for 
carcinoma of the larynx? 

Dr. Tice: I consider it a general rule that if a 
malignant tumor can be removed completely and 
safely by surgical means, then that is the preferred 
treatment. This is true also of carcinoma of the larynx 
even though a laryngofissure operation will leave a 
residual hoarseness. For carcinoma of the larynx we 
give a dose of 5,000 roentgens over a period of six 
weeks and hope that this dose will cure the patient. 
However, this therapy is not without complications. 
The patient suffers a severe radiation burn to the 
skin of his neck, a dry mouth and difficulty in swal- 
lowing, but as Dr. Proud has indicated, the otherwise 
hopeless cases are sometimes cured by such harsh 
treatment. Even in more advanced but still operable 
cases I feel that radiation therapy might be preferred 
over a radical, mutilating operation. We are follow- 
ing a number of patients who have had radiation 
therapy for inoperable carcinoma five to ten years ago 
and also some who chose radiotherapy instead of a 
radical surgical procedure for advanced but operable 
tumor. The skin over their necks is atrophic, shiny 
and fibrotic, but they are alive and happy and have 
retained their. voice. 

Dr. Klionsky: Now that we have heard the com- 
plications of irradiation, what are the complications 
of operative treatment ? 

Dr. Proud: There are no particular complications 
of laryngofissure other than those of any operation 
on the air passages under a general anesthetic. A 
laryngectomy, however, does present some problems 
of rehabilitation. The patient will now forever have 
to breathe through a tracheal stoma. Sometimes the 
stoma will constrict because of excessive scar tissue 
and then the patient must wear a silver tube in the 
opening in order to keep it patent. Of course, he can’t 
swim. Furthermore, any physical labor such as lifting 
which requires a building up of intrathoracic pres- 
sure is difficult because the patient can’t close his 
glottis. He cannot smoke and so is prevented from 
inspiring the cigarette smoke into his lungs to start 
another carcinoma there. He is also left without a 
voice and must learn esophageal speech. In order to 
do this, the patient swallows air and traps it in his 
hypopharynx from which he learns to expel it in 
spurts and to form words with his tongue. There are 
also some mechanical gadgets, such as the Bell tele- 
phone quacker, available. The sound from such in- 
struments is not pleasant, but they may be used. How- 
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DECLOMYCIN Demethylichlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 
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retains activity 


levels 24-48 hrs. 


DECLOMYCIN Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines...but total 
dosage is lower and duration of action is longer. 
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DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 
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Pearl River, New York 
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ever, with determination this handicap can be very 
adequately overcome. 

Dr. Klionsky: Dr. Helwig, will tell us what the 
natural history of the untreated lesion is? 

Dr. Helwig: Carcinoma of the larynx is pre- 
dominantly a disease of men. The incidence in 
women ranges in different series from three to ten 
per cent. This tumor has not shown the increase in 
women in recent years that bronchogenic carcinoma 
has. 

The vast majority are squamous cell carcinomas. 
There are three important precursors, namely papil- 
loma, leukoplakia and chronic laryngitis. The tumors 
are extremely slow-growing and tend to remain local- 
ized to one cord for a long time for several reasons: 
firstly, there is practically no lymphatic supply to the 
cord and secondly, the blood supply to the cord is 
meager. There are many cases that have survived for 
ten years or more with no treatment at all. Since 
most of them are located near the anterior commis- 
sure, their first extension frequently is to the opposite 
cord thus adding to the seriousness of the disease. 
As long as the carcinoma remains intrinsic, distant 
metastases outside of the larynx are extremely un- 
common. 

Dr. Klionsky: Dr. Helwig, will you tell us of the 
deep historic significance of this lesion? 

Dr. Helwig: I assume you are referring to the 
“wart that rocked the world.” As I roughly remem- 
ber the story, the Crown Prince of Germany, who 
was soon to become the Kaiser, became hoarse and 
so was examined by von Bergmann, who was the 
leading German surgeon of the day. He made a 
diagnosis of cancer of the larynx but in order to be 
doubly sure consultation was obtained from a sore 
throat specialist, but this expert opined that the 
Crown Prince did not have cancer. So von Bergmann 
took a biopsy and sent the specimen to an eminent 
pathologist named Virchow who also said it was not 
cancer. However, the Crown Prince was not getting 
any better, and shortly after he ascended to the throne 
another biopsy was taken. Von Bergmann again said 
this was cancer and again was overruled by Virchow 
who diagnosed inflammation. Well, the Kaiser was 
on the throne for only a few months before he died 
of his carcinoma of the larynx. The result was that 
his son, Kaiser William, ascended to the throne and 
immediately dropped Bismarck as his chancellor and 
then proceeded to make arrangements to start World 
War I. And so the history of the world was changed 
by one of these little warts, since if von Bergmann 
had been allowed to take out the old Kaiser’s larynx 
there would never. have been a World War I, and if 
there hadn’t been a World War I there surely 
wouldn’t have been a World War II. 

Dr. Klionsky: Would the pathologist today have 


the same difficulty with diagnosis that the Kaiser's 
physicians had? 

Dr. Helwig: Yes, he could, but the surgeons today 
take their biopsies with much more skill than they 
did in those days. A diagnosis cannot be made on 
inadequate material. Modern surgeons recognize this 
and do not expect a diagnosis from a minute scrap 
of tissue. 

Dr. Klionsky: What are the plans for further 
treatment and follow-up of the patients presented 
today ? 

Dr. Proud: The first patient has undergone a 
laryngofissure operation. We have done a wide field 
laryngectomy on the second patient. There were no 
palpable nodes in this case and a neck dissection was 
not done since the tumor involved both sides of the 
larynx and we didn’t know which side to attack. 

Dr. Klionsky: Dr. Helwig, may we see the speci- 
mens on these cases? 

Dr. Helwig: The gross specimen from the first 
patient consisted of a single vocal cord. The mucosa 
over its anterior two-thirds was white, thickened and 
more rigid than normal. Microscopically, the epithe- 
lium in this area is proliferating, irregularly thickened 
and parakeratotic. In places the epithelial cells are 
atypical, disoriented and dyskeratotic. In the deepest 
portions the basement membrane is broken and small 
clusters of tumor cells are invading the underlying 
stroma. (Figure 1) This is a squamous cell carci- 


(Continued on page 69) 


Figure 1. Early invasive squamous cell carcinoma 
arising in an area of leukoplakia. Hematoxylin and 
eosin. x70. 


4 
| 
i} 
" 
4 
| 


> Student 


J. ALAN SANDERS, M.D., Wichita 


THE FINDING OF A REACTIVE serology on routine 
testing done as part of hospital admission procedures, 
pte-natally, pre-maritally, and as part of a diagnostic 
workup, is a relatively common occurrence. Since 
the introduction of penicillin as such an efficient and 
potent agent in treating syphilis, it now frequently 
takes longer to make a correct diagnosis than it does 
to effect a cure, once the diagnosis is established. The 
use of penicillin has been a mixed blessing, since 
its ease of administration has decreased the diligence 
of the physician in his pursuit of a correct diagnosis 
before instituting treatment. Some patients have suf- 
fered psychic trauma by the diagnosis and treatment 
of non-existent disease carrying social stigma. 

In recent years, the significance of the biological 
false positive (BFP) reaction has been given more 
and more recognition. The relative increase in the 
BFP reaction is emphasized in noting the decrease in 
syphilis in the United States over a period of years 
and analyzing the effects of this decrease on the oc- 
currence of the BFP reaction on routine serological 
tests. Such an analysis reveals a sharp decrease in the 
incidence of syphilis between 1941 and 1955. This 
decrease is primarily in the early categories of syph- 
ilis; hence the ratio of latent syphilis to all syphilis 


This is one of a group of theses written by fourth year 
students at the University of Kansas School of Medicine, 
selected for publication by the Editorial Board from a group 
judged to be best by the faculty at the schoo]. Dr. Sanders 
is now at the Wesley Hospital in Wichita. 


THESIS 


The Interpretation and Use of the 
Serological Tests for Syphilis 


has increased. If we assume that the number of acute 
and chronic BFP reactions has remained constant, 
then the percentage of false-positive reactors in the 
group with positive serological tests for syphilis 
(STS) will be proportionately higher. Thus, the 
necessity of differentiating the patient with latent 
syphilis from the BFP reactor becomes increasingly 
important, since both groups are relatively larger in 
our population. In 1943, it was estimated that ap- 
proximately 40 per cent of white patients in the 
upper socioeconomic and educational levels with 
reactive serological tests for syphilis in the absence of 
clinical signs of syphilis, were BFP reactors. This per- 
centage is likely to be increased as the incidence of 
syphilis is further reduced. The significance of the 
BFP reaction, aside from its relative increase, will be 
discussed more fully in a later section. 

The purpose of this review is to discuss the prob- 
lems encountered by the clinician when confronted 
by the patient with a reactive serology. The discussion 
is initiated by a review of the different serological 
tests for syphilis, the emphasis being placed on the 
basic concepts embraced in the different tests rather 
than on details of technique. This is followed by a 
discussion of the implications of the reactive serology 
under various combinations of circumstances. It is 
felt that the general principles outlined here may be 
of some value in arriving at a correct diagnosis and a 
program of follow-up management of the patient with 
a reactive serology. 
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The Nature of the Serological 
Tests for Syphilis 


The standard serological tests for syphilis. In 1906, 
Wassermann, Neisser and Bruck published their re- 
port announcing the development of a serodiagnostic 
reaction for syphilis. Within a few years numerous 
reports appeared demonstrating that the reaction was 
not specific for syphilis, but that it occurred occasion- 
ally in patients with non-treponemal diseases. Many 
attempts were made to improve the specificity of the 
Wassermann reaction. The various modifications of 
the original reaction wete introduced as new tests 
bearing the names of their originators, such as those 
of Kolmer, Kahn, Eagle, Kline, Mazzini and many 
others. The most important development during this 
period was the introduction of a purified cardiolipin 
antigen by Pangborn, working in the Venereal Dis- 
ease Research Laboratory (VDRL) of the United 
States Public Health Service. After World War II 
this modified test gained almost universal acceptance 
as the standard serological test for syphilis, replacing 
the various other tests used for this purpose. Never- 
theless, the VDRL test is relatively sensitive and is 
not specific for the treponemal diseases. It is now 
clear that there are at least two antibodies that appear 
in the sera of individuals with syphilis: (1) the non- 
specific lipid antibody (reagin) detected in the stand- 
ard tests; and (2) the specific antibody detected in the 
Treponema pallidum immobilization (TPI) and re- 
lated tests. The antigen employed in the conventional 
tests is not that of T. pallidum, but a lipoidal extract 
of beef heart. 

Two major techniques are employed in demon- 
strating the presence of the serum reagin. In the floc- 
culation tests, the reaction of the non-specific lipoidal 
antigen with the reagin is directly observed on a 
glass slide or in a test tube. The Kahn, Kline, VDRL, 
and Mazzini tests are all modifications of flocculation 
tests. The complement fixation tests (represented by 
the Wassermann, Eagle’s modification of the Wasser- 
mann, and the Kolmer test) measure the ability of 
the patient’s serum to “fix” complement which is 
supplied from an external source. If the reagin is 
present in the patient’s serum, the complement will 
not be available to lyse red blood corpuscles when 
these are added to a portion of the serum under test. 

Quantitative serological tests for syphilis have as- 
sumed an increasingly important role in the manage- 
ment of syphilis since the advent of rapid therapeutic 
measures. Quantitative reporting is not similar for 
the many different tests for syphilis as the ‘‘units” of 
one testing procedure may have no constant relation- 
ship to the “units” of another. A quantitative test 
merely determines the maximum dilution in which a 
particular serum still gives a positive reaction. A pa- 


tient with a 1:16 dilution is no less infected than one 
whose serum is reactive in a dilution of 1:256. Undue 
emphasis has been placed on pseudo-quantitative re- 
porting (1-plus, 2-plus, etc.). The physician is often 
lulled into a false sense of security if, on serological 
re-examination, the laboratory reports a decrease in 
the reading from 3-plus to 1-plus, and again he and 
the patient may be unduly concerned if the reading 
rises from 1-plus to 3-plus. One 4-plus serum may be 
positive only in a dilution of 1:2 while another 4-plus 
may continue to give positive readings in a dilution 
of 1:256. Obviously the latter serum is 128 times 
more “‘positive’” than the first serum yet both were 
reported as 4-plus or ‘strongly’ positive. The chief 
value of quantitative tests lies in the fact that the 
physician can more adequately evaluate the serological 
response of his patient to a particular treatment 
schedule from the very onset of therapy throughout 
the period of clinical and serological follow-up. Re- 
peated quantitative tests may be of value: 


a. As a guide of response to treatment. 

b. To differentiate between pre-natal syphilis 
and ‘“‘syphilotoxemia” (a reactive infant serology 
due to passively-transferred antibodies) . 

c. To differentiate between true and false posi- 
tive positive serological reactions. 


The various standard tests for syphilis vary con- 
siderably in their sensitivity. By sensitivity is meant 
the readiness with which a reactive antibody is de- 
tected in the patient’s serum. This variability is not 
dependably consistent, however, for one test may 
prove to be sensitive in one case; whereas another 
type of test will be more sensitive with another pa- 
tient’s serum. “Persistence” denotes the degree in 
which a certain type of test remains reactive after a 
patient has been adequately treated for syphilis. 


Mass Screening 


The usefulness of the standard tests for syphilis 
now lies in mass screening tests and in following 
quantitative titers once the diagnosis has been estab- 
lished by more specific tests and therapy has been 
initiated. Andujar and Mazurek report a new reagin 
test for syphilis employing plasma instead of serum. 
This test was made possible through Portnoy’s de- 
velopment of a method of suspending the VDRL 
emulsion in aqueous choline chloride instead of 
alcohol so that it is no longer necessary to heat the 
serum or plasma as had formerly been so. This test, 
known as the plasmacrit (PCT) exclusion test can be 
run on the plasma from a centrifuged microhemato- 
crit tube and requires only minutes for the complete 
determination. The convenience and simplicity of 
such a procedure would seem to make it highly de- 
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sirable in mass screening campaigns and routine 
testing. 

The Treponema pallidum immobilization and re- 
lated tests. Many investigators had advanced the 
theory that a specific antibody produced against viru- 
lent Treponema pallidum is present in the serum of 
patients with syphilis, but this could not be established 
because it was impossible to keep the treponemes 
alive in vitro. In 1947, Nelson, while attempting to 
culture T. pallidum in vitro, discovered the immobiliz- 
ing antibody. Since that time this test has become an 
extremely useful tool in establishing a reasonably 
definite diagnosis of syphilis. Unlike reagin, which 
may appear in response to a variety of conditions, the 
TPI antibody develops only in response to the trep- 
onematoses. 

A temporal difference in the appearance of the two 
different types of antibodies has been noted. When 
living organisms are injected into patients who have 
had syphilis, there is a rise in the TPI antibody prior 
to a rise in the reagin titer. The opposite response is 
observed when live spirochetes ate injected into 
normal individuals (no history of syphilis) —reagin 
is detectable before TPI antibodies appear. Reagin 
has not been shown to have any effect on the spiro- 
chete. It appears earlier in the blood than does the 
TPI antibody, but after treatment of early syphilis or 
latent syphilis, the TPI test may remain positive long 
after the standard tests have become negative. The 
TPI test is, therefore, a better indicator of the im- 
munological status of the luetic patient, after the 
test has once become reactive. In accurately interpret- 
ing the TPI test, one must always remember that if 
treatment is given in primary or early secondary 
syphilis, the antibody may never develop or the test 
may become negative if treatment is instituted very 
early. In spinal fluid, a positive TPI is diagnostic of 
neurosyphilis, but a negative TPI can be found in the 
presence of unquestionable signs of disease. It should 
also be remembered in the management of newborns 
that passive transfer of the TPI antibody to a baby 
may give a positive TPI until the child is six months 
old. 

With the subsequent development of the T. palli- 
dum immune adherence (TPIA), T. pallidum agglu- 
tination (TPA), and T. pallidum complement fixation 
(TPCF) tests, many laboratories may find it practical 
to perform a specific procedure of this type. These 
newer tests offer advantages over the Treponema im- 
mobilization procedure in that the killed treponemes 
or extracts thereof are used as antigens and may be 
made available to smaller serologic laboratories that 
do not have adequate facilities to cope with the tech- 
nically more complicated immobilization test. 

The Reiter protein complement fixation (RPCF) 
test. The Reiter treponeme was originally cultivated 


from the spinal fluid of a patient with neurosyphilis. 
It is easily grown in vitro, but is incapable of causing 
syphilis in man or rabbit. D'Alessandro of Palermo 
extracted an antigen from this organism which offers 
the promise of stability, hence ease of handling, and 
at the same time cheapness due to simplicity of pro- 
duction. The cost is said to be less than one cent per 
test. The Reiter antigen is not held to be specific be- 
yond the ability to identify antibodies to the trepone- 
mas as a group without regard to strain; however the 
tests employing treponemal antigens detect an anti- 
body that differs from the reagin that causes a positive 
reaction in the older types of procedures. Antibody 
produced by Reiter protein has been demonstrated to 
be reactive to Reiter protein and to protein of viru- 
lent T. pallidum obtained by the same antigen frac- 
tionation methods. Reiter protein did not produce anti- 
bodies detectible with the TPCF and VDRL tests. 
Adsorption of serum with protein antigen of viru- 
lent T. pallidum removed reactivity to both the T. 
pallidum cryolysis protein complement fixation test 
(TPCP) and the RPCF tests, but not the reactivity of 
TPCF and VDRL tests. The TPCP test employs an 
antigen composed of a protein fraction obtained from 
virulent organisms and differs from the TPCF antigen 
in possessing a greater degree of specificity. These 
findings, by demonstrating a serologic kinship of a 
protein moiety of virulent and avirulent treponemes, 
strengthen the position of the test specificity of the 
RPCF test in the serology of syphilis. 

Studies carried out by DeGroat and Miyao re- 
vealed that the RPCF test is free from biological false 
positive reactions, justifying the conclusion that this 
test will prove to be of inestimable value in clarifying 
the status of cases where a BFP is in question. It ap- 
pears that the specificity of the RPCF is genuine and 
unrelated to sensitivity and the sensitivity is about 20 
per cent less than that of the cardiolipin complement 
fixation tests. 


Implications of the Reactive Serology 


When the patient with a reactive serology is en- 
countered, the clinician must conclude that: (1) the 
patient has active syphilis, including congenital syph- 
ilis; (2) the patient has had syphilis and has been 
adequately treated; or (3) the finding may be a bio- 
logical false positive reaction. 

The above categories will be discussed in the fol- 
lowing paragraphs. No attempt will be made to dis- 
cuss either neurosyphilis or cardiovascular syphilis in 
any detail as this would fall beyond the scope of a 
paper of this nature. A brief discussion of the special 
cases of the pregnant patient with a reactive serology 
and the newborn with a reactive serology is included. 

The patient with active syphilis. In the natural 
course of syphilis, the chancre, if it occurs, appears 
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about three weeks after infection. The serological 
tests for syphilis are negative at this time. One week 
later the standard tests become reactive and still later 
the TPI test becomes positive. In approximately 50 
per cent of the primary cases, the TPI test will be 
positive at some time. Secondary syphilis appears in 
about nine weeks. By this time all of the standard 
tests are reactive and 90 to 100 per cent are reactive 
to the TPI test. 

Latent syphilis is defined as that stage of the disease 
found in a patient who is asymptomatic, has a proven 
reactive blood serological test for syphilis, presents 
neither clinical nor other laboratory evidences of 
syphilis after thorough physical examination, and has 
a cerebrospinal fluid which, on examination, is com- 
pletely negative. If the disease is of more than two, 
but less than four years duration, it is called early 
latent. If it is more than four years duration, it is des- 
ignated late latent. In arriving at a diagnosis of latent 
syphilis, a complete spinal fluid study should be done. 
This analysis should include a cell count, total protein 
determination, qualitative globulin determination, 
quantitative serology, and a colloidal gold test. 

The patient with previous adequate treatment for 
syphilis. Although it has been widely publicized over 
the past 25 years that no treatment will reverse a 
reactive STS to non-reactive for many years in most 
patients treated for late syphilis, this fact is too fre- 
quently ignored in the management of syphilis and 
too many patients are re-treated solely because of a 
persistent STS. If possible, the following information 
should be obtained from every patient suspected of 
having syphilis: 


(1) History of a previous STS: Were previous 
tests positive or negative; where and when were 
they taken ? 

(2) History of possible previous treatment of 
syphilis. 

(3) History of possible spinal fluid examina- 
tions. 

(4) History of spouse’s STS in married patients. 

(5) History of possible exposure to syphilis. 


It is generally agreed that the persistence of a 
reactive STS does not necessarily indicate the persist- 
ence of a syphilitic infection. There are several factors 
which seem to influence the length of time required to 
attain seronegativity. The older the disease in the pa- 
‘tient at the time of treatment, the longer the trep- 
onemes are present, the longer it takes for the 
body cells to stop forming antibodies. By the same 
token, initial high titers require more time to reach 
seronegativity. Immunological responses naturally 
vary with different patients and with the sensitivity of 
the serological test employed; the more sensitive pro- 


cedures will require a longer time to reach sero- 
negativity. 

The biologically false positive reaction. The term, 
“biologically false positive reaction,” is that used to 
denote the reactivity with lipoidal antigens and car- 
diolipin antigens of sera from patients who do not 
have syphilis or other treponematoses. No more is 
known of the actual mechanism causing a biologically 
false positive reaction than is known of the mechanism 
of the true syphilitic reaction. The theory that altera- 
tions in serum protein fractions may be an etiological 
factor has never been substantiated. Whereas such 
diseases as lupus erythematosis and lymphogranuloma 
venereum are associated with hyperglobulinemia and 
biologically false positive reactions, other diseases such 
as multiple myeloma show hyperglobulinemia with- 
out BFP’s. Moreover, in lupus erythematosis there is 
no correlation between the frequency of BFP reactions 
and hyperglobulinemia. Many cases show positive 
BFP’s with normal protein values; whereas others 
with altered serum proteins do not manifest BFP 
reactions. 

Many disease processes have been associated with 
the BFP reaction. Such reactions are frequently ob- 
served in patients with vaccinia, infectious mononu- 
cleosis, malaria, leprosy, upper respiratory infections, 
yaws, pinta, Colorado tick fever, relapsing fever, 
lymphogranuloma venereum, chancroid, measles, 
chickenpox, atypical pneumonia, infectious hepatitis, 
rat bite fever, and disseminated lupus erythematosis. 
In fact, any febrile illness or immunization is a po- 
tential cause of false positive tests. Drugs have also 
been incriminated in BFP reactions. A lupus-like 
phenomenon has been reported in patients under- 
going prolonged treatment with hydralazine hydro- 
chloride (Apresoline). Some of these patients de- 
veloped a BFP reaction and L. E. cells in the periph- 
eral blood. 

Kostant divides BFP reactions into acute and 
chronic types. Acute BFP reactions are those attribut- 
able to a variety of infections; bacterial, viral, plas- 
modial, rickettsial, or protozoal. They appear subse- 
quent to such diseases and regress spontaneously to 
normality within a relatively short period of time, not 
exceeding six months. Chronic reactions are those 
positive results in standard serologic tests in non- 
treponematic individuals which persist for a period 
of years, or perhaps for a lifetime. This phenomenon 
should be viewed as an indicator of possible signifi- 
cant systemic disease which would otherwise go un- 
recognized. Moore and Lutz report on a group of 148 
chronic BFP reactors followed from one to twenty 
years. Most of these patients had considered them- 
selves to be in good health at the onset of the study. 
Systemic lupus was diagnosed by L. E. preparations in 
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6.7 per cent and 30.4 per cent developed symptoms 
strongly suggestive of collagen vascular disease. 
Analysis of blood chemistry in these patients revealed 
abnormalities, especially in tests affected by the gamma 
globulin fraction, in 87 per cent of them. 

Of 245 patients with a persistent BFP studied by 
Miller et al., 23.2 per cent were found to have sys- 
temic disease. Females accounted for 71 per cent of 
the total series and 84 per cent of those with systemic 
disease. The known onset of BFP reactions reached its 
highest incidence in persons from twenty to thirty 
years of age. Two per cent of the series developed 
systemic L. E. and 13 per cent could be classified as 
having lupus diathesis. One-third of the patients 
with no apparent clinical illness were found to have 
one or more positive laboratory findings indicative of 
abnormal globulin. 

Individuals who present positive serological tests 
for syphilis in the absence of anamnestic or clinical 
evidence ‘of disease, including negative cardiovascular, 
neurological and spinal fluid studies, should be in- 
vestigated to establish the diagnosis of latent syphilis, 
as against BFP reactions. Repeated quantitative sero- 
logical tests should be performed. In the case of acute 
BFP reactions, titers are usually low and tend to de- 
cline to seronegativity over a period of two to six 
months. Therapy should be withheld for this time to 
afford the patient the opportunity of reverting to 
spontaneous seronegativity. The chronic BFP reactor 
may show higher titers, but these usually show no 
tendency to rise or fall. 

One technique that is recommended in differentiat- 
ing a BFP reaction is to order a battery of serological 
tests employing crude lipoidal antigens and cardiolipin 
antigens. Serological patterns obtained with such a 
battery (e.g. Mazzini against VDRL; Kline exclusion 
against Rein-Bossak) often suggest a syphilitic reac- 
tion or a BFP reaction. Where positive reactions are 
obtained with the crude lipoidal antigens and negative 
ones with the antigens employing cardiolipin, one is 
almost invariably dealing with a BFP reaction. Where 
similar or higher titers are present in serological re- 
actions with the cardiolipin antigens, the likelihood of 
a true syphilitic reaction is greater. 

An attempt should be made to discover those dis- 
eases capable of producing a BFP reaction, particularly 
in the case of the chronic reactor. Investigation should 
include serum protein studies, sedimentation rate, 
L. E. preparation, liver function studies, urine studies, 
and a hemogram. In 79 patients studied by Miller, 
et al. with a variety of laboratory tests, 57 showed 
abnormality in one or more tests. The following tests 
showed the highest incidence of abnormality: serum 
electrophoretic patterns, cephalin flocculation, thymol 
turbidity, sedimentation rate, and complete blood cell 


count. Sixty-seven of the patients exhibited no clinical 
evidence of disease. Forty-seven showed abnormalities 
in the laboratory tests done. Twelve patients had 
clinical evidence of systemic disease, these showing a 
higher proportion of positive results of laboratory 
tests than those without systemic disease. The findings 
of the serum electrophoretic pattern showed a wide 
variation in the type of derangement of serum pro- 
teins. 

If adequate facilities are not available, or the pa- 
tient is uncooperative, therapy should be administered. 
Once therapy is administered, the patient should be 
considered a probable latent syphilitic and should be 
afforded the same follow-up as a treated proved latent 
syphilitic. The chronic BFP reactor may be correctly 
identified even after, and in spite of, antisyphilitic 
treatment. 


In Pregnancy 


The seropositive pregnant woman. In the seroposi- 
tive pregnant woman every effort should be made to 
differentiate syphilis from biologic false positivity ; 
but if this cannot be done the seropositive pregnant 
woman should be treated, primarily to protect the 
fetus. After the birth of the baby, the mother should 
be given all available clinical and laboratory examina- 
tions to establish or exclude a diagnosis of syphilis. 
If the mother has been treated, the infant should be 
followed for four to six months. 

The seropositive newborn. If the mother is known 
to be infected with syphilis, repeated serologies must 
be done on the newborn infant. Cord blood results 
determine serological status for only that particular 
time. A negative serological test does not exclude 
congenital syphilis since a foetus infected late in 
pregnancy may develop positive serological reactions 
at variable times after delivery. A positive serological 
test with umbilical cord blood does not necessarily es- 
tablish a diagnosis of congenital syphilis since this 
may merely indicate a passive transfer of maternal 
antibodies to a normal fetus. In the majority of such 
instances, the serological tests revert to negativity 
within two months of birth, but occasionally may 
persist for as long as five months. It is possible that in 
those perisisting longer than two months there was a 
syphilitic infection in utero, but that it responded to 
maternal treatment during pregnancy. The half-life 
of passively transferred reagin is approximately thirty- 
two days; about thirty-two days after birth there is 
fifty per cent decrease in the quantitative titers. 

The frequency and degree of seropositivity in in- 
fants will depend on the following: The higher the 
mother’s titer at delivery, the greater likelihood of the 
baby’s seropositivity, the higher its titer and the longer 
will it take for seronegativity to occur. The sensitivity 
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of the different tests and the type of test used must 
also be considered. Passively transferred reagin is 
detected better by complement fixation than by floc- 
culation tests. Two types of antibody appear to be 
present, comparable with the phenomenon observed 
with the Rh-factor—a bivalent (complete) antibody 
(agglutinin) which is retained by the placenta and 
the univalent (incomplete, blocking) antibody (glu- 
tinin) which traverses the placenta and has the ca- 
pacity of fixing complement. With the complement 
fixation tests similar reagin titers are found in mother 
and newborn. With flocculation tests the level of 
reagin antibody titers in the infant is minimal as com- 
pared with that in the mother. Antitreponemal anti- 
bodies passively transferred from the treated mother to 
infant have also been demonstrated. In general these 
antibodies appear to persist considerably longer than 
the anti-lipoidal reagin. 


Summary 


A discussion of the various serological tests for 
syphilis in common use and factors to be considered 
in interpreting them has been presented. Distinction 
is made between the serum reagin measured by the 
standard tests and the more specific antibodies de- 
tected with the TPI and related tests. 

Considerable discussion is devoted to the biologi- 
cally false positive reaction as it is felt that the differ- 
entiation between this and latent syphilis is one of the 
commonest problems which confronts clinicians deal- 
ing with patients with a reactive serology today. Tech- 
niques which may aid in making this differentiation 
are presented. Laboratory studies on the Reiter pro- 
tein complement fixation test to date indicate that this 
relatively simple and inexpensive procedure will be 
of great value in ruling out biologically false positive 
reactions. 

Editor's Note: References may be obtained by writing the 
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Tumor Conference 
(Continued from page 63) 


noma arising in an area of leukoplakia. No tumor is 
present at the margins of the specimen, indicating a 
complete excision. 

_ The specimen from the second patient consists of 
the larynx, epiglottis, hyoid bone, and cricoid carti- 
lage with attached fragments of muscle and adipose 
tissue. A large, firm, ulcerated tumor involves both 
the true and false vocal cords bilaterally and extends 
upward to the base of the epiglottis. Microscopically, 
the mucosal epithelium ends abruptly and is replaced 


by a large tumor which is composed of irregular 
sheets and masses of well differentiated squamous 
cells with prominent pearl formation. (Figure 2) 
The tumor invades deeply into the underlying stroma, 
surrounds and destroys the nests of mucous glands and 
penetrates down to the perichondrium. The exact 


Figure 2. Deeply invasive, well differentiated squamous 


cell carcinoma ulcerating the surface epithelium. 


Hematoxylin and eosin. x50. 


site of origin of this carcinoma is not apparent. This 
is also a well differentiated squamous cell carcinoma. 

Dr. Klionsky: What is the chance of a patient 
who has had one carcinoma of the larynx developing 
a second primary carcinoma? Do you think that the 
tumor in the second patient is a recurrence or a 
second primary tumor? 

Dr. Helwig: I have not had the opportunity to 
examine the material from the original excision of 
five years ago. Unless the present tumor is of an 
entirely different cell type than the original, I know 
of no way to tell whether it is recurrent or a second 
primary. 

In general, a person who has had one cancer has 
about eleven times the chance of developing another 
one than a person who has not had cancer. However, 
I don’t know how much greater, if any, is the chance 
of a second cancer developing on the opposite vocal 
cord. 

Dr. Klionsky: The cases presented today illustrate 
well the value of a good understanding of the 
pathogenesis of a tumor and its anatomical relation- 
ships in determining the best course of treatment. 
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The President's Message 


Dear Doctor: 


Again we must go back and evaluate what has been 
happening since the passage of the Kerr-Mills Bill which 
was passed by Congress and supported by the medical 
profession. Now we are again confronted with the 
possibility of junking the Kerr-Mills Bill for a Forand Type 
Bill. 

It seems to me that there is a great misunderstanding 
regarding the Kerr-Mills Bill and what is necessary to make 
this bill function. If the bill is to function the legislature 
will need to appropriate new tax money to place it in 
operation. The amount of money required in Kansas, as 
estimated by the State Board of Social Welfare, would 
be around $6,000,000 and the Federal Government would 
then allot around $8,000,000. This money then is 
administered through the counties and state, the advantage 
being that those in need would receive the benefit. 

The Forand Bill would cover medical service for all over 
65 regardless of need and would be essentially controlled 
by the Federal Government. 

If the states do not raise their allotted amount, it gives 
to the Forand supporters arguments to substitute this bill 
for the Kerr-Mills Bill, so it behooves us to immediately 
start a writing campaign, to our senators and congressmen, 
personal letters, not mineograph letters. We are near 
complete socialization because of political expediency. 


Yours very truly, 


President 


71 


| 
} 
j 
} 
| 
} 
} 
| 
| 
| | 
| 
| 
CQ 
af 
4 


Editorial 
COMMENT 


All of us are inclined to interpret complex matters 
in terms of our own experience. If our experience is 
limited, we are apt to seize on a small but familiar 
aspect of the complex matter and render an interpre- 
tation that is limited. Remember the fable of the blind 
men attempting to grasp the concept of an elephant: 
to one it was a tree, to another a wall, and to another 
a rope. Medical schools are complex matters of great 
interest to many people and variously described by 
them. As the new Dean of this State’s medical school, 
I have listened with care to the interpretation of our 
role by a great many people. I have done this with 
humility concerning the breadth of my own experi- 
ence and with a conscientious desire to continue this 
school’s important gains in fulfilling our obligations 
to Kansas. 

Medical schools have many roles to fill and are 
under pressure constantly to accept new ones. The 
basic role must not be overshadowed; to provide op- 
portunity for a medical education to qualified young 
people, and to supply physicians needed for medical 
service. 

Some additional roles derive logically from this 
basic endeavor. One of them is research. Students 
cannot be expected to acquire inquisitive habits of 
learning except in a setting where learning is taking 
place. A faculty which is not itself engaged in learn- 
ing can provide only an intellectually sterile trade 
school which becomes outdated quickly in a field as 
dynamic as medicine. Teachings may become archaic 
in a few years; habits of learning on the other hand 
endure and are crucial to the practitioner of medicine. 
Graduates of medical schools need more than good 
memories for facts. They need skills to evaluate crit- 
ically new trends and claims, whether these originate 
from universities, federal agencies, or (and this 
source deserves particular scrutiny) from pharma- 
ceutical houses. Research in medical schools is an in- 
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dispensable device for learning and a valuable prep- 
aration for the practice of medicine. 

Medical schools are under pressure to accept re- 
sponsibility for research even in excess of these needs. 
Private foundations and federal agencies have lured 
some medical schools into the role of research insti- 
tutes. Each year more fabulous amounts of money are 
available for research projects and the medical school 
which does not gather these golden eggs may appear 
delinquent. Such a school cannot offer the most attrac- 
tive facilities and support to recruit the best faculty 
or even the best students. Remember that even state 
supported schools such as this one derive little more 
than a third of their support from appropriations. 
The scramble to piece out the remaining budget leads 
schools inevitably to one of several available sources. 
One of these is the research project, skillfully padded 
to help support educational programs. Every granting 
agency, most particularly the Public Health Service, 
gives tacit approval and encouragement to this pad- 
ding to increase support to medical schools. 

There are potential pitfalls from this source. If one 
sees dangers in the diffusion of responsibility of a 
medical school away from its prime role of educating 
young people to expertness in the study of medicine, 
then one cannot help but recognize these dangers in 
the increasing fiscal dependence of medical schools 
on agencies with interests other than education. For- 
tunately, the Surgeon General’s Office is making 
noises that sound like unrestricted supportive grants 
to medical schools. Those who fear federal influence 
in education as well as in research may derive little 
comfort from these overtures. 

Other roles are served and other sources of support 
are available. Expert patient services are as necessary 
as research in the education of medical students. 
Hospital wards are our best laboratories for learning 
by students both at the undergraduate and graduate 
levels. They are also an indispensable source of in- 
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come. Someone pays for every patient. In the past the 
educational budget has carried a heavy portion of this 
load. Increasingly the load is carried by a third party 
involved in the practice of medicine: an insurance 
company or a publicly supported agency. The era 
when medical schools served the double role of wel- 
fare agency and educational institution is happily all 
but past. This does not mean that we fail in any way 
to fulfill the responsibility of any person or agency 
rendering medical services: to provide the best pos- 
sible care without regard to the patient’s ability to 
pay. The facts are, however, that by one device or 
another most patients either pay or their care is payed 
for. We believe this to be desirable. No medical school 
can afford to play the role of welfare agent. In fact 
no medical school can afford not to piece out the 
budget with the paying patient. Clinical departments 
are supported largely in this manner, whether fees 
are collected directly by staff members under some 
control of the University, as is true at our own medical 
school, or by some administrative device of group 
practice as is true at many other schools. Patient serv- 
ices are crucial to our teaching; they are also crucial to 
our financing. As need for additional faculty members 
increases and as competition for distinguished faculty 
members across the nation’s medical centers (not all 
of them medical schools) reaches fever pitch, there is 
temptation to compensate additional persons by ex- 
panding clinical services. We do not imply that clin- 
ical services exist now in excess of teaching needs. In 
fact we depend on affiliated hospitals for additional 
teaching services. We do claim that requiring faculty 
members in the clinical years to earn their living 
through rendering clinical services is expensive of 
facilities and talent. Educational and research efforts 
are bound to suffer. The most effective growth of a 
medical center cannot be along the lines of limitless 
expansion of clinical services. Such expansion must be 
dictated solely by educational needs. 

Medical schools have these two sources available, 
research and service, to complete an educational pic- 
ture only roughly sketched in by basic educational 
support. Research, service, and education constitute 
a trinity of roles that has vexed medical schools re- 
peatedly. Each is deserving in its own right; each is 
related to the other. But to a medical school the cen- 
tral theme against which others must be measured is 
education. Research and service are legs upon which 
medical education must stand. But neither of these 
can become so hypertrophied as to unbalance sure- 
footed progress in providing for young men and 
women an education in medicine, qualifying them to 
meet the health needs of the nation in the manner 
most befitting their skills and interests. 

This can most surely be achieved by healthy and 
increased basic support for education and educators. 


The twin seducers of “‘easy” money from research and 
service hold no attraction to a medical school well 
supported for its basic educational role. This kind of 
support should pose no problem for a society whose 
private prosperity lavishes money more generously at 
the corner drug store than at the school and uni- 
versity. 

Other roles fall naturally to medical schools: be- 
cause their facilities and staff lend themselves to 
efforts not easily assumed by other resources. Only 
about half the students at the medical center are en- 
rolled in the medical school. Others are enrolled as 
interns or residents, nursing students, practical nurs- 
ing students, x-ray technologists, medical technol- 
ogists, dietitians, medical social workers, occupational 
therapists, physical therapists, speech and hearing 
therapists, graduate students in various basic medical 
sciences, mortuary science and hospital administration. 
The continuing education of practicing physicians is 
a role which we particularly cherish. With no false 
modesty we claim credit for outstanding success in 
this role. Each year nearly 4,000 enrollees agree with 
us. 

There is no conflict of interest among these many 
functions in the well balanced medical school. There 
is none at ours. Conflict comes only when funds must 
be sought for one job in order to do another. When 
support is abundant for educators, education will 
flourish. It will flourish in medicine only with in- 
creased direct support not only to medical schools, but 
to all colleges, universities, secondary, and primary 
schools from which we derive our talented students 
and staff. 

We are seeking to build monuments of human 
achievement in good health. Our building materials 
are the best students and staff we can find. 

C. ARDEN MILLER, M.D. 
Dean of University of Kansas 
School of Medicine 


The House of Delegates 


I have felt for several years that the membership 
of this and every component society should know and 
take into consideration, the importance of who the 
delegates are, how they should function, their duties, 
their responsibility to their respective societies, and 
their privileges. It should be shown by someone to 
all component societies, of the 1600 membership. I 
shall attempt to outline just what those duties, re- 
sponsibilities and privileges are as represented by del- 
egate activity in the National organizations. 

To those who have ever served as national dele- 
gates or those who have taken and enjoyed the ex- 
perience of attending and carefully observing Houses 
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of Delegates in action, this is an old story but those 
who have not had that opportunity should be in- 
formed as to the plan of operation. 

Delegates’ duties, responsibility may be summed 
up: 
1. The delegate must be capable, well informed, 
willing to lose actual time in practice, devote time 
and thought and action, and before being selected 
should agree to accept the honor to the best of his 
ability. 

2. He should make preliminary study of all printed 
reports and resolutions given to him before the ses- 
sion. In National organizations this goes to all dele- 
gates, alternates and officers. In Kansas it is printed in 
the JOURNAL and goes to all members. In the case of 
many delegates a preliminary meeting of all should 
be held to insure co-operation. 

3. He should attend all meetings of the House of 
Delegates, including adjourned meetings and any 
special meetings held during his tenure of office, es- 
pecially including reference committees. 

4. He should carefully consider and participate in 
the discussions and criticisms of each recommenda- 
tion, resolution or amendment presented to the ref- 
erence committee, as to its value, or necessity as it 
concerns his own society, the state in general or of 
National effect on the practice of medicine. 

5. When reference committee final reports are 
made to a subsequent meeting of the House, he should 
not hesitate to further discuss or criticize the recom- 
mendations made. He should then vote intelligently 
and, if not instructed by his organization, use his per- 
sonal opinion. Any time during the meetings that 
nominating committee reports are made, if not satis- 
fied he should not hesitate to make further nomina- 
tions, which is always the right of any member. 

Alternate delegates have the same duties, responsi- 
bilities and privileges if on rare occasion substitution 
is necessary, and except for the actual privilege of 
final vote, take an active part in the meetings, es- 
pecially the reference committees, because there is 
where the greatest enthusiasm, effort to accomplish 
the best results by discussion and criticism takes place. 

From the description of what delegates actually do, 
it is evident that selection of capable and representa- 
tive members cannot be adequately done hastily or in 
a haphazard manner as is frequently the case in 
hasty nominations and elections, and demands con- 
certed consideration by many who have occasion to 
know the ability and the willingness of any prospec- 
tive delegate. 

The value and importance of attendance at refer- 
ence committee hearings to which all members, of- 
ficers, delegates, alternates, and past presidents may 
attend and have the privilege of free discussion and 
criticism, is very evident as the keynote to the success 


and value of the policies, actions, and concerted ef- 
forts of committee councilors and officers. The final 
vote and authority comes in the House of Delegates. 

Whether the general plan of operation of the Kan- 
sas House of Delegates which is similar to, but with 
minor differences to that of the National organiza- 
tions, is at fault or whether all the delegates do not 
understand and carry out their responsibilities and 
privileges, two things have combined to throw the 
burden of successful and satisfactory work on a few 
willing and capable members. In spite of these, while 
Kansas Medical Society has lost its position as second 
in the United States, for proportionate attendance, 
popularity to exhibitors, and attractive program, 
scientific and social, it still has been recognized for 
having some members of the Kansas Medical Society 
who have ability and willingness to think, act, and 
talk in the interests of medical and health problems, 
and have been consultants and participants in the 
work of the A.M.A. 

First of these probable causes is the fact that of the 
65 component societies a check over the past ten years 
shows that 30 to 33 component societies, mostly with 
10 or less members, situated in the Eastern and middle 
parts of the state, have failed to send delegates to the 
House. Whether the members attended scientific pro- 
grams is not known. The second is that either from 
lack of knowledge of what they could or should do, 
few delegates have attended the reference committee 
meetings. Although only one reference committee was 
appointed, last year the committee of five was com- 
pelled to make final decisions, with very limited dis- 
cussion by a few most interested members discussing 
them, on something like 60 items previously printed 
in the JOURNAL and some 7 to 10 other resolutions 
inserted at the spur of the moment, some of which 
were poorly phrased but considered of importance 
enough to desire vote of the House. Committee work 
has continued in spite of the apparent loss of in- 
terest and attendance at State meetings, both to 
scientific programs and to the House of Delegates. 
This year there will probably be many very important 
resolutions and problems for attention of the House. 
Possibly there will be more reference committees. 

The value of membership in the Kansas Medical 
Society of 1,600 members is proportionate to the 
amount of time and thought put into it, including at- 
tendance at annual scientific and business meetings 
controlled by the House of Delegates. Both are es- 
sential to a state organization of all physicians for 
medical interest. Neither one should be suspended or 
curtailed. The value of the power and actions of the 
society itself depends on the co-ordinate and co- 
operative time, thought and work of the individual 
members. 
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For the coming meeting Dr. Purvis and his ar- 
rangements committee have provided plans for a 
scientific program, equal to a P.G. Course, which is 
superior and of greater interest than for several years. 
Every physician, whether general practitioner or 
specialist, by attendance and attention can find some- 
thing of value to him in each topic presented whether 
it be practical, deeply scientific, research, or special- 
istic. Increase on general attendance, and increased 
outside interest, is hoped for. 

A. W. Fectiy, M.D. 
Wichita 


The Office Nurse 


As Chairman of the Office Nurse Section of the 
Kansas State Nurses’ Association, I am disturbed by 
the fact that a lower proportion of office nurses join 
their professional organization than from any other 
category. General duty nurses, private duty nurses, 
school nurses, educators, administrators, consultants, 
teachers—all these have a higher percentage of their 
practitioners working actively in their professional 
association than do the office nurses. 

I think the primary cause is isolation. Most phy- 
sicians who employ professional nurses usually employ 
only one. In clinics and office-partnerships you might 
find two or more registered nurses, but generally 
speaking, the nurse who chooses to practice in a 
doctor's office is fairly well isolated from her sister 
nurses in terms of daily contact. This isolation re- 
moves from the office nurse the pressure that fellow 
practitioners can apply on behalf of professional 
membership. 

Another thought that concerns me is the unwel- 
come idea that some nurses might consider the doc- 
tor’s office a sort of asylum from the vicissitudes of 
more active professional nursing—a quiet relief from 
the life and death struggles in the operating room and 
other treatment rooms in the hospital where the pa- 
tients might have greater need of emergency care. Do 
some women regard the doctor’s office a retreat from 
professional responsibilities and obligations? Some- 
times I wonder, when I see how few of them are mem- 
bers of the Kansas State Nurses’ Association. 

My own opinion is that office nursing presents a 
challenge of its own, and it is no place to stagnate— 
‘cut off and isolated from professional life. Last April 
our Section held the first Office Nurses’ Institute in 
many years, and it was a resounding success. Office 
nurses do have much in common. They have experi- 
ences to exchange, and advanced professional trends 
to learn and assimilate through lecture and discussion. 
The best office nurses are those who regard their work 


as unusual and challenging—a different but not in- 
ferior or less demanding field than the other fields of 
nursing. It is a field that is constantly changing, like 
the other areas of nursing, and its practitioners need 
to be exposed to new ideas and new currents through 
association with one another. 

Office nurses and their employers should share a 
mutual respect for their interest in belonging to their 
own organization. The patient’s welfare depends on 
the best professional care by all members of the health 
team, and each member has his own particular re- 
sponsibility. A nurse who does not keep abreast of 
her own profession, is doing herself, her employer, 
and her patient a disservice. 

Betty GEIGER, R.N. 
Chairman, Office Nurse Section 
Kansas State Nurses’ Association 


The Kansas School Health Advisory Council 


One of the organizations to which the Kansas 
Medical Society belongs is the Kansas School Health 
Advisory Council. The Council is composed of over 
40 organizations interested in the health of the 
school child. 

At a meeting on January 5, 1961, the Executive 
Committee of the Council established a new commit- 
tee on ‘Mental Health of School Children” which is 
to be under the direction of Dr. Joseph Eisenbach, 
professor of Psychology at Kansas State Teachers Col- 
lege of Emporia. The new committee's first function 
will be to make a study of existing mental health 
programs within Kansas schools and to study state- 
wide programs of the other states. 

One of the highlights of the Executive Committee 
meeting was a report on the low immunization rate 
of school children by Dr. Patricia Schloesser, chair- 
man of the committee on school services. The Exec- 
utive Committee went on record supporting legisla- 
tion recommended by the State Board of Health that 
all children show certification of immunization before 
entering school for the first time. 

At a previous meeting, the Executive Committee 
voted to support legislation requiring certification of 
school nurses. This bill will be proposed by the 
School Nurses Section of the Kansas Nurses As- 
sociation. 

Dr. Evalyn Gendel, Chairman of the Council, has 
announced that the spring meeting of all council 
delegates and alternate delegates will be held on 
April 13 at Kansas State Teachers College of Em- 
poria. All delegates are encouraged to invite other 
members of their organization or others interested in 
school health to attend the meeting. 
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From the Stacks 


Mrs. BLENDENA Evans, Librarian 
Stormont Medical Library, State House 
Room 516, Topeka, Kansas 
Phone CE 5-0011 ex. 297 


Recent Acquisitions 


Cancer 
Hayhoe, F. G. Leukemia research & clinical prac- 
tice. Little, Brown. 


Dermatology 
Lerner, M. R. Dermatologic medications. Year 
Book Pub., 1959. 
Perlman, H. H. Pediatric dermatology. Year Book 
Pub., 1960. 


Medical Education 
Bierring, W. I. Rypins medical licensure examina- 
tions. Lippincott, 1960. 
Medical Exam Co. Medical examination review 
book in basic sciences. Med. Exam Pub., 1960. 


Neurology 
Denhoff, E. Cerebral palsy & related disorders. 
McGraw Hill, 1960. 
Lennox, W. G. Epilepsy & related disorders. 
Volume 1 & 2. Little, Brown, 1960. 


Nursing 
Hull, F. Medical nursing. F. A. Davis, 1960. 
Newton, K. Geriatric nursing. C. V. Mosby, 1960. 


Nutrition 
Wohl, M. G. Modern nutrition in health and dis- 
ease. Lea & Febiger, 1960. 


Occupational Therapy 
MacDonald, E. M. Occupational therapy. Williams 
& Wilkins, 1960. 


Ophthalmology 
Teubet, H. Visual field defects. Harvard University 
Press, 1960. 


Pediatrics 
Smith, E. E. Blood diseases of infancy & childhood, 
Mosby, 1960. 
Psychiatry 
Jaco, E. O. The social epidemiology of mental dis- 
orders. Russell Sage, 1960. 


Public Health 
Mustard, H. S. An introduction to public health. 
MacMillan, 1959. 
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State Medical Library 


Radiation and Radiology 
Hollaender, A. Radiation biology. Volume 1 & 2. 
McGraw & Hill, 1954. 
Moss, W. T. Therapeutic radiology. C. V. Mosby, 
1959. 
Rehabilitation 


Gunzberg, H. E. Social rehabilitation of the sub- 
normal. Williams & Wilkins, 1960. 


Books and periodicals will be sent 
anywhere in the state. You pay only the 
postage, four cents for the first pound 
and one cent for each additional pound. 


Surgery 
American College of Surgeons. Surgical Forum, 
1960. 


Tumors 
Pollack, D. Treatment of breast tumors. Lea & 
Febiger, 1959. 


Urology 
Scott, W. M. Yearbook of Urology. Year Book 
Publishers, 1960. 


The library is continually adding new and pro- 
fessionally approved medical books and maintains an 
adequate file of periodicals and other publications 
from the various medical fields. It has reference tools 
which index the medical literature to be found in 
periodicals. 

The librarian will locate references for you, or 
prepare bibliographies. Books or periodicals which 
the library does not have may be borrowed through 
our wide interlibrary loan privileges. 

This library began in 1889 as a division of the 
State Library through a gift from Mrs. Jane C. 
Stormont. She wished it to be a living memorial to 
her husband, Dr. David W. Stormont, and a medium 
for perpetuating his sincere interest in the develop- 
ment of medical service and health protection in the 
State of Kansas. 

Her gift was made through the Kansas Medical 
Society, and a committee of its members selected the 
books forming the original nucleus of the collection. 
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Blue Shield 


New Service Benefit Program in Butler County 


The development of a new Blue Shield Service 
Benefit Plan in Butler County has just been com- 
pleted and a special enrollment campaign featuring 
this new program will be staged in mid-March. It is 
expected that similar plans will be established in 
other areas of Kansas during 1961. 

The Butler County Plan will provide “service ben- 
efits’ for members hospitalized in semi-private ac- 
commodations and also for covered services per- 
formed in the physician's office. Hospitalized patients 
occupying private rooms because of medical necessity 
will be given service benefits by a gentlemen’s agree- 
ment with the Butler County Medical Society. The 
eligibility of the member for service benefits is not 
based on specific income levels. 


Valuable New Benefits 


Additional benefits include first and last day in- 
hospital medical care, in-hospital consultation, and 
an additional fee for assistant surgeons. Also, the 
allowances for some of the more frequent surgical 
procedures were increased above the Schedule 2 (Plan 
B) level. The new program will be known as Sched- 
ule 3 and it is expected that the majority of the resi- 
dents in the county will want to respond to this 
higher level of benefits. 

The acceptance of Schedule 2 by the public has 
been much slower than was anticipated and this 
new approach to service benefits may provide an 
answer to the reluctance of present or potential 
members to upgrade their prepayment of professional 
services. Schedule 3 provides the member with a 
reasonable degree of assurance that service benefits 
are available to him with a program that will pay 
most of the normal going charges of the physician. 


There should also be fewer public relations problems 
for the physician. 


May Effective Date Planned 


An intensive two-week enrollment campaign is 
planned for mid-March, and effective date for the 
new program is planned for May 1. A committee 
of local professional men, hospital representatives 
and lay people is in charge of, preliminary planning. 
Considerable education and promotion is planned 
prior to and during the campaign, including meet- 
ings with Medical Assistants, Physicians, Blue Cross- 
Blue Shield Group Leaders, Farm Bureau members 
and civic leaders. Every employee group in the county 
will be personally contacted, and explanatory litera- 
ture will be sent to all other members. The program 
is limited to residents of Butler County. 

Schedule 3 will be offered on an optional basis 
and present members may transfer from their present 
Schedule 1 or Schedule 2. The increased cost for 
present Schedule 2 members will be 60 cents per 
month for groups and 70 cents per month for non- 
group and Farm Bureau members. Schedule 1 mem- 
bers will pay $2.00 above their present rate for 
groups and $2.20 for non-group and Farm Bureau. 

Butler County physicians have taken a big stride 
forward in planning for better health care protection 
for the residents of that community. It is expected 
that other Societies will be interested in developing 
a similar local program and this subject is presently 
being discussed in the District Blue Shield Relations 
Committees. One of the first steps in developing a 
local program is an expression of interest by the 
local Society and the appointment of a committee to 
work with the Blue Shield staff. 
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e Business Side 


of Medicine 


Tax Savings Through Gifts 


FLOYD F. WEHRENBERG, Kansas City, Missouri 


We have previously discussed tax saving oppor- 
tunities that exist through the use of trusts, wills, and 
marital deductions. Another avenue for Estate Tax 
and Income Tax Savings is through the use of gifts. 
Under present regulations, an individual may make 
tax-free gifts of $30,000 to all donees during his 
lifetime without incurring gift tax liability. This is 
called the “Specific Exemption.” An individual may 
also give up to $3,000 per year to each donee without 
incurring liability. It is further provided that a gift 
made by a husband or wife may be treated for gift 
tax purposes as though made one-half by each. This 
has the effect of increasing the annual exemption to 
$6,000 and the ‘Specific Exemption” to $60,000 
without gift tax liability. There are certain require- 
ments to qualify for this joint treatment of gifts. Both 
must be citizens or residents of the United States, the 
person making the gift must not give his wife or 
husband power of appointment over the gifted prop- 
erty, neither can they remarry during the calendar year 
of the gift, and both must consent to so treating the 
gift. 


Gifts to Spouse 


Gifts to a spouse also receive special treatment. An 
exemption of one-half the value of the property given 
is allowed in addition to the $30,000 specific and the 
$3,000 annual exemptions. 

Following is an illustration of the Estate Tax Sav- 
ings possibilities. Assume that the individual has a 


Mr. Wehrenberg is Missouri-Kansas Manager, Profes- 
sional Management Midwest, 4010 Washington Street, 
Kansas City, Missouri. 
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gross estate of $300,000, a wife and no children. The 
estate is to go first to the wife and upon her death to 
charities. If all this property is held in the estate, the 
taxable estate will be $90,000 ($300,000 less $150,- 
000 less $60,000) and the Federal Estate Tax will be 
approximately $17,500. On the other hand, if $100,- 
000 is given to the wife, the estate tax will be only 
$4,800, an estate tax saving of $12,700. In order to 
qualify, these gifts must be made three years or more 
prior to death or they will be held as having been 
made in contemplation of death and will thereby be 
thrown back into the gross estate. 

In the above illustration, the transfer would require 
seven calendar years to avoid gift tax liability. $66,000 
could be given during the first year using $33,000 
marital gift deduction, $30,000 lifetime deduction and 
the $3,000 annual deduction. During the next six 
years $34,000 would have to be gifted out at $6,000 
per year. 

Using this same example, assume that the indi- 
vidual has three children and intends for his property 
to go to his wife and children. Without gift or trust 
provisions, the Estate Tax would again be $17,500. 
However, by making gifts in trust or outright to the 
children in the amount of $100,000, the tax would 
reduce to $4,800. Such a transfer would require three 
calendar years with $78,000 going out the first year, 
$18,000 the second year and $4,000 the third year. 


Tax Saving 


To illustrate the Income Tax Savings, assume that 
the individual is in a 50 per cent tax bracket and the 
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Looks at 


Sports Risks WortH WHILE 


Recently 100 doctors met in Washington, D. C. 
for the American Medical Association’s second annual 
national conference on the medical aspects of sports. 

There has never been any question but what 
moderate exercise is beneficial to health. The question 
before the doctors was: ‘Are organized sports worth 
the risk?” 

Their answer, according to a recent article in Time, 
was ‘‘a qualified yes.” 

It was the contention of Dr. Thomas B. Quigley 
of Harvard, that “young men must blow off steam and 
the playing field is much to be preferred to the tav- 
ern.” 

However Quigley also stated: “Whenever young 
men gather regularly on green autumn fields or winter 
ice or polished wooden floors to dispute the possession 
and position of various leather and rubber objects, 
according to certain rules, sooner or later someone 
gets hurt.” 

Serious injuries in sports happen often enough to 
keep doctors—and thousands of parents—worried. 

Here are some of the findings of the various doc- 
tors: 

There has been a serious decline in physical fit- 
ness of our youth. Boxing, if properly taught, would 
be a step in the right direction in conditioning the 
body as well as adding to the psychological strength 
of the boy and without undue risk of injury. This 
is according to Dr. Max M. Novich, of Newark. 

Organized leagues do not classify youngsters (grade 
school and junior high age) by physical maturity as 
they should but by chronological age. Football is not 
a “kid sport,” and cutting down the field does not 
make it so. 

Dr. Felix Heald, Washington, D. C., pediatrician 


The Kansas Press 


Medicine 


Editor’s Note. In this section the JourNnat repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


said: “We could do away with gymnasiums if we 
did away with school buses.” 

Doctors criticized parents who instruct children 
that the desire to win is more important than partici- 
pation. Dr. Robert R. Macdonald, Pittsburgh said: 
“The only thing really wrong with children’s competi- 
tive athletics is the adults who run them.” 

The overwhelming opinion among physicians was 
against contact sports for elementary and junior high 
students. 

Disputing the popular theory that punch-drunk- 
enness is the result of repeated head blows during a 
boxing career, was Dr. Harry A. Kaplan of New 
York. 

Dr. Kaplan reported on a 10-year study of 3,000 
electroencephalograms taken on boxers. He found no 
relationship between boxing and degenerative brain 
disease and he suggested that the punch-drunk ex-pug 
probably would have suffered the same fate if he had 
never boxed at all—Hutchinson News, December 20, 
1960. 


QuackeERY vs. CRITICISM 


The American Medical Association News, which 
is the newspaper of American medicine, has some- 
thing worthwhile to say about what it calls “‘Journal- 
istic Quackery.”” In its words: ‘Because of the pub- 
lic’s increasing interest in health and matters pertain- 
ing thereto, the broad field of medicine each year 
provides subject matter for scores of books and 
hundreds of articles in nationally-circulated maga- 
zines. 

“Most of this material is painstakingly researched, 
factually and objectively presented, and, consequently 
provides a valuable communication link between phy- 
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sicians, scientists, research laboratories and the public. 
This material, of course, is not always complimentary 
to medicine, but when criticism appears it often is 
well founded and therefore serves a useful purpose. 

“Occasionally, however, an article or book is pub- 
lished in which the author obviously sets out to dis- 
credit physicians, hospitals, pharmaceutical companies 
or medicine in general, and apparently vowed at the 
outset not to let facts interfere with his predetermined 
purpose. These essays usually follow the same time- 
worn pattern of carefully avoiding many of the facts 
and making broad, generalized attacks against an 
organization or profession.” 

The News specifically cites several nationally pub- 
lished pieces of writing of which this it true. Facts 
are misinterpreted or warped. Overstatement and 
exaggeration become weapons. Some weakness, real or 
alleged, is blown up out of all proportion to its real 
significance. And the great accomplishments of medi- 
cine are overlooked or given a minimum of attention. 

“Journalistic Quackery’’ of this order can be used 
to discredit any enterprise, any profession—or, for 
that matter, any individual. The defense against it is 
an informed public which can’t be taken in.—Garden 
City Telegram, December 28, 1960. 


BaTTLe Cry 


The American Medical Association has announced 
an uncompromising fight against broadening Social 
Security to provide medical care for the aged. This is 
an emotional issue, and the A.M.A. stand should not 
be interpreted as unsympathetic to older people nor 
against doing anything about their troubles. 

The average doctor already has more than ade- 
quately demonstrated his good will toward our older 
citizens by treating many of them who could not af- 
ford to pay or who could afford to pay little. In fact, 
the doctor as an individual probably has made a great- 
er contribution to the old people than any other in- 
dividual in our society. To question the doctors’ good 
will is absurd. 

The average citizen, who has dealt with the In- 
ternal Revenue service or made five trips to town in 
connection with a $40 federal farm payment will un- 
derstand why the doctors are reluctant to let federal 
bureaucracy take command of their profession. 

The average citizen doesn’t seem to know that 
Social Security has no funds at all to use for medical 
purposes. Those now drawing Social Security will 
draw far more than they paid in at present benefit 
rates. If they are to receive still more benefits, they 
must be at the expense of those now paying Social 
Security taxes. 

Inevitably, taxes will be paid by many who can’t 
afford them to provide medical care for many in- 
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dividual elderly people who can afford to pay their 
own bills, or who have insurance that will cover them. 

Meanwhile, the Social Security approach would 
leave out in the cold many old people who have no 
resources whatever. 

No one knows more at first hand about the medi- 
cal problems of older people than the doctors. No one 
cares more about medical problems. They recommend 
against the Social Security approach. 

Those who know the Social Security system’s con- 
dition and capabilities recommend that the whole 
structure not be endangered by placing upon it a new 
load that it was never designed to carry. 

Present Social Security reserves are around $20 
billion, while obligations already incurred are more 
than $300 billion. 

There’s no treasure trove there.—E/ Dorado Times, 
December 30, 1960. 


Torexa RaAnxs FirtH Ratio OF PHysICIANS 


Topeka ranks fifth among all cities in the nation 
for the number of physicians in relation to population, 
the U. S. Public Health Service reported Sunday in 
Washington. 

The Kansas capital city has 215 doctors per 100.- 
000 population.—Topeka Daily Capital, December 
26, 1960. 


The Business Side of Medicine 
(Continued from page 78) 


$100,000 is earning $6,000 per year in dividends. 
The Income Tax on these dividends would be $3,000, 
but the children would pay approximately $700, an 
annual tax savings of $2,300. 

The basis of property for gift tax purposes is its 
fair market value on the date of the gift. The basis of 
the gift for gain purposes is the same as the basis in 
the hands of the last donor who received it other than 
by gift. This points to an important and often neg- 
lected factor—the need to keep complete and adequate 
records to clearly reflect these bases. Whether you are 
the recipient or the donor of a gift, it is vital that you 
secure the data and keep a permanent record of such 
information for gift tax and income tax purposes. 

The field of gifts is so closely related to the use of 
trusts and estate planning that a decision regarding 
a gift must be considered from all angles. It is im- 
portant for this reason that these decisions be made 
only upon the advice of your attorney after properly 
weighing all factors. If used judiciously, gift pro- 
visions can provide a useful avenue for tax-free 
transfer of sizable amounts of property over a period 
of years. 
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Drs. Bernard Hall and Herbert Klemmer, To- 
peka, attended a meeting of the Kansas District 
Branch of the American Psychiatric Association on 
December 2 in Wichita. 


Dr. John G. Esch, Pittsburg, took over this month 
as president of the Crawford County Medical So- 
ciety. Dr. Howard R. Elliott, Pittsburg, is the vice 
president and Dr. Jack D. Walker, Pittsburg, is 
secretary treasurer. 


Dr. Philip W. Russell, Wichita, recently attended, 
at government expense, a conference on Satellite 
tracking at Smithsonian Astrophysical Observatory, 
Cambridge, Massachusetts. 


Dr. Karl Menninger, Topeka, has been elected 
vice president of the American Society of Criminol- 
ogy. He addressed the Academy of Religion and 
Mental Health in New York on January 19. 


Dr. Joseph A. Budetti, Wichita, attended by in- 
vitation the International Symposium on Otosclerosis 
held at the Henry Ford Hospital in Detroit on No- 
vember 10-12. 


Dr. Max Halley, Topeka, passed his examination 
in Thoracic Surgery in October. 


Dr. J. L. Morgan, Emporia, has been appointed 
to membership on the Kansas Medical Committee of 
the American School Health Association. The an- 
nouncement was made by Dr. Charles Pokorny, 


Personalities—in KANSAS MEDICINE 


chairman of the Kansas Tuberculosis and Health 
Association’s Committee for Certification in Tuber- 
culin Testing in Kansas Schools. 


Dr. Herbert Modlin, Topeka, was a visiting 
lecturer at the University of Texas Law School in 
Austin, December 1-3. He gave a lecture entitled 
“Mental Hygiene in Industry’ sponsored by the 
Michigan Association for Mental Health in Detroit, 
January 16-17. February 16-18 he will be a lecturer 
and panelist at the annual meeting of the Law-Science 
Academy and Foundation in Austin, Texas. 


Dr. Harry Lazar, Wichita, has been appointed 
regional consultant to the Jewish National Home for 
Asthmatic Children at Denver, Colorado. He also 
attended the Rocky Mountain Allergy Society meeting, 
while in Denver. 


Dr. Lewis C. Blackburn, formerly of Galena, has 
moved to Chetopa. 


Dr. Bartlett W. Ramsey, Topeka, has been elected 
a Fellow of the American Academy of Pediatrics. 


NEW MEMBERS 


The JourNAL takes this opportunity to welcome these new 
members into the Kansas Medical Society. 


Douglas T. Ferraro,M.D. Albert L. Heiser, M.D. 
St. Francis Hospital 409 Garlinghouse Building 
Topeka, Kansas Topeka, Kansas 

Waitstill B. Nickell, M.D. 


1725 Grove 
Topeka, Kansas 
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Dr. Wirt Warren, Wichita, attended a course in 
“Oral Hypo-Glycemia Agents’ at the University of 
Oklahoma Medical Center on November 9. 


Dr. James G. Hughbanks, Independence, dis- 
continued his medical practice in Cherryvale. 


Dr. J. T. Whallon, Wichita, attended the Sym- 
posium on Internal Medicine at University of Kansas 
Medical Center on November 14-17. 


Dr. Dwight Lawson, Topeka, spoke to the Sedg- 
wick County Medical Society on January 3 on “‘Dis- 
ability Determination Under Social Security,” and 
also on.the program was Dr. George Gsell, Wichita, 
who discussed the difference between physical im- 
pairment and disability. 


Dr. Kenneth A. Powell, Leavenworth, was elected 
by the Cushing Memorial Hospital medical staff as 
president for the coming year. Dr. R. H. Moore, 
Lansing, was named vice president. 


New officers of the Arkansas City Memorial Hos- 
pital Medical Staff presided at the dinner meeting at 
the hospital. They are Dr. William G. Weston, 
president; Dr. E. D. Hinshaw, vice president; and 
Dr. Newton Smith, secretary; all of Arkansas City. 


Sedgwick County Medical Society installed new 
officers on January 3. They are Dr. William J. Reals, 
president; Dr. Harry O. Anderson, vice president ; 
Dr. J. Walker Butin, secretary; and Dr. Mack A. 
Carter, treasurer; all of Wichita. 


A symposium on “Mother and Child” was pre- 
sented as the second of six postgraduate programs of 
the Kansas Circuit course under the direction of the 
department of Postgraduate Medical Education, Uni- 
versity of Kansas School of Medicine. 

The speakers were Dr. Franklin C. Behrle, Kan- 
sas City; Dr. Thomas M. Holder; Dr. Kermit E. 
Krantz, Kansas City; and Dr. Chien Liu, Kansas 


City. 


Dr. Robert Banks, Paola, was elected president 
of the Miami County Medical Society. He succeeds 
Dr. Rex Stanley, who has served the past year. Dr. 
Banks automatically becomes chief of staff of the 
hospital. 

New vice-president is Dr. W. O. Appenfeller, 
Osawatomie and Dr. Donald H. Morrison, secte- 
tary-treasurer. 


A series of lectures and discussion sessions, called 
“Understanding Community Living” and concerned 
primarily with the community and family aspects of 
mental health, will be presented in Greensburg this 
winter. One of the speakers will be Dr. R. D. Boles, 
Dodge City. 


A symposium on Neurology was presented in Ar- 
kansas City as the second of six postgraduate pro- 
grams for the Eastern Circuit of the Kansas Circuit 
Course sponsored by the University of Kansas Medi- 
cal Center. 

Dr. Robert T. Manning, Kansas City, discussed 
“Etiology and Pathogenesis of Cerebrovascular Dis- 
ease.” Dr. John Kepes spoke on “Clinicopathologic 
Correlations of Cerebrovascular Disease,” and Dr. 
Charles M. Poser’s, Kansas City, subject was “Diag- 
nosis and Management of Cerebrovascular Disease.” 
Dr. Charles E. Brackett, Jr., Kansas City, spoke 
on “Surgical Consideration of Cerebrovascular Dis- 
ease’ and ‘‘Stereotaxic Surgery for Parkinsonism.” 


Dr. John D. Jarrott, Hutchinson, is one of 18 
American orthopedic surgeons, all members of the 
Orthopedic Letters Club, who have paid their own 
way to Jordan to help the cripples of that country. 


Dr. S. A. Anderson, Clay Center, was named Clay 
County health officer. 


The ant is knowing and wise; but he doesn’t know 
enough to take a vacation. The worshipper of 
energy is too physically energetic to see that he can- 
not explore certain higher fields until he is still.— 
Clarence Day 


By rights, satire is a lone and introspective occu- 
pation, for nobody can describe a fool to the life 
without much patient self-inspection.-—Frank Moore 
Colby 
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does the bowel take kindly to no-bulk diets? 


The bowel, designed to operate best under the stimulus of a bolus of waste, is 
seldom at rest under normal conditions. But the new bulkless liquid diets 
which have taken the country by storm, although they may be a useful 
road to weight loss, may also lead to constipation or bowel irregularities. 


Metamucil adds a soft, bland bulk to the bowel contents to stimulate normal 
peristalsis and also retain water within the stools to keep them soft and 
easy to pass. Thus Metamucil, with an adequate water intake, will avert 
or correct constipation in the dieting patient. Metamucil also promotes 
regularity through ‘“smoothage’”’ in all types of constipation. 


Metamucil 


brand of psyllium hydrophilic mucilloid 


Available as Metamucil powder in 4, 8 and 16 02. cans, 
or as the new lemon-flavored Instant Mix Metamucil in 
cartons of 16 or 30 measured-dose packets. ._ 
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Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


l simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


a 


does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MEPROTABS* — 400 mg. unmarked, coated tablets; and 

as MEPROSPAN® — 400 mg. and 200 mg. continuous release capsules. 


@ WALLACE LABORATORIES / Cranbury, N. J. pone 


M-2537 
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clinical use... 


...for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 
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NEW analgesic 


Kills pain 


stops tension 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions... new compound 
kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- 
ferent analgesic combination that contains three 
drugs. First, Soma: a new type of analgesic that 
has proved to be highly effective in relieving 
both pain and tension.” Second, phenacetin: 
a “standard” analgesic and antipyretic. Third, 


NEW NONNARCOTIC ANALGESIC 


caffeine: a safe, mild stimulant for elevation of 
mood. As a result, the patient gets more complete 
relief than he does with other analgesics. 

Soma Compound is nonnarcotic and nonad- 
dicting. It reduces pain perception without im- 
pairing the natural defense reflexes.” 


Composition: Soma (carisoprodol), 200 mg.; 


® 
phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 


Dosage: 1 or 2 tablets q.i.d. 


NEW FOR MORE SEVERE PAIN 


soma (Jompound codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only 4 grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires 42 grain. 
Composition: Same as Soma Compound plus % grain codeine phosphate. 


Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


“References available on request. 


WALLACE LABORATORIES * Cranbury, N. J. 
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clear.. 


| in sinusitis, colds 


Extentabs 


breathe easier! 
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In sinusitis, colds and other upper respiratory and 
allergic disorders, new DIMETAPP Extentabs offer 
more useful decongestant therapy. Stuffiness, drip 
and other annoying symptoms of congestion are ef- 
fectively relieved with minimum side effects. 


UNSURPASSED RELIEF OF NASAL CONGESTION DIMETAPP Ex- 
tentabs contain an unexcelled antihistamine, Dime- 
tane, which has produced good to excellent results in 
thousands of cases of allergic respiratory disorders.* 
In DIMETAPP Extentabs, the action of Dimetane with 
two outstanding decongestants—phenylephrine and 
phenylpropanolamine—promptly dries secretions and 
reduces edema and congestion in the nose, the 
sinuses, and the upper respiratory tract. 


CLEAR BREATHING FOR 12 HOURS ON 1 TABLET Long-acting 
DIMETAPP Extentabs offer up to 12-hour relief on just 
one tablet. Easier to use than nose drops or sprays, 


DIMETAPP reaches into areas topical decongestants 
can’t touch—without rebound congestion. 


EXCEPTIONAL FREEDOM FROM SIDE EFFECTS With DIMETAPP 
Extentabs, there’s little problem of either drowsiness 
or overstimulation. The antihistamine component, 
Dimetane, offers a high percentage of effective relief 
with only drowsiness as a possible infrequent side 
effect.* Small, fully efficient dosages of deconges- 
tants minimize the danger of overstimulation. 
DIMETAPP Extentabs contain Dimetane® (parabromdyl [brompheni- 
ramine] maleate) 12 mg., phenylephrine HCI 15 mg., and phenylpropanola- 
mine HCI 15 mg. Dependable Extentabs construction assures relief of 
symptoms for up to 12 hours with 1 tablet. 

Dosage: Adults—1 Extentab q. 8-12 hours. Children over 6—1 Extentab q. 
12 hours. Administer with caution to patients with cardiac or peripheral vas- 
cular diseases and hypertension, and to those sensitive to antihistamines. 
See package insert for further details. Supplied: bottles of 100 and 500. 
*Full bibliography on Dimetane available on request. 

A. H. ROBINS CO., INC. Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit Since 1878 
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CLASSIFIED ADVERTISEMENTS 


SOUTHEAST KANSAS: For sale or lease, modern, com- 
pletely equipped, X-ray, 8 room office designed to accommodate 
one or two doctors. Two story building; office on Ist floor; 
upstairs suitable for living quarters or rental, county seat 
town of 3300, trade area 10,000, new 40 bed hospital, high 
school, 3 grade schools, 1 parochial school, 25 miles from 
Joplin, Mo., Miami, Okla. and Pittsburg, Kansas. Well estab- 
lished 17 years practice. Doctor deceased. Write the JouRNAL 
2-161. 


SURGERY: Board qualified surgeon. Oklahoma community 
hospital staff. 

UROLOGY: Board qualified urologists also wanted for the 
same hospital. For more information write the JourNAL Box 
1-1160. 


KANSAS—central; death of physician with fifty year 
practice grossing $40,000.00; six-room office with rentable 
apartments above; equipped with x-ray machine and air 
conditioning. Contact John Henry Lewis, Hoisington, Kansas. 


OPPORTUNITY for research investigator for long term 
or short term medical Research. Write the JournaL Box 
2-1160. 


WISCONSIN OPPORTUNITY—Director, Community Men- 
tal Health Services. Help develop community mental health 
consultant service of state Division of Mental Hygiene. 
Start $19,860. Range to $21,660. Need certification, and 
supervised work in a child psychiatry training program or 
two years in a community mental health or clinic program. 
Write Dr. Leonard J. Ganser, Director, 1552 University 
Avenue, Madison, Wisconsin. 


CHANGED YOUR ADDRESS 
RECENTLY? 


If you have changed your address recently, 
or intend to do so shortly, please return this 
coupon properly filled out to insure uninterrupt- 
ed delivery of your copies of THE JOURNAL. 
Send your change of address to: THE JOURNAL 
OF THE KANSAS MEDICAL Society, 315 W. 
4th St., Topeka, Kansas. 


(Duplicate copies cannot be mailed to re- 
place those undelivered through failure to 
notify this office of your change in address. 
Please notify us before 15th of the month.) 


ADVANTAGES — 


The FIRST Hematinic to Contain 
BOTH CHELATED IRON and CHE- 
LATED MINERALS Assuring a 
Truly Flavorful, Better Tolerated 
Iron Therapy. 


Chelated Iron PLUS 4 Chelated Minerals 
e High Therapeutic Effectiveness e Less 
Irritation — even on empty stomach e 
No Tooth Stain e Less Toxic e B-Vitamins 
for Added Hemopoietic Activity e Pleas- 
ant Flavor e Economical 


KELATRATE 


LIQUID HEMATINI 


CHELATED IRON-MINERALS 
and VITAMINS 


Comprehensive literature and 
samples on request. 


UTAG & CO. 


DETROIT 34, A 
A/a 
MICHIGAN TUIAG 


Ss. J. 


Former address: 
New address: 
4 
La 
CHELATION —(GR-CHELE: CLAW OR TO HOLD.) 
FORMULA — 
Cobalt (as Cobaltous Betaine Citrate) . . 
‘Citrate 
Zinc (as. -Betaine ‘Cite 
Niacinamic a 10mg. 
nan exceptionally pleasant tasting hase. 
a 


When 
severe pain accompanies 
skeletal muscle spasm 
ease both‘pain spasm 


with Robaxisa 


Rosaxtn® with Aspirin 

A dual-acting skeletal muscle relaxant-analgesic, combining the clinically 
proven relaxant action of ROBAXIN with the time-tested pain relieving 
action of aspirin. 


Each RosaxisAL Tablet contains: 
Rosaxin (methocarbamol Robins) 400mg. — Acetylsalicylic acid (5 gr.).......... 325 mg. 
U.S. Pat. No. 2770649 
Supply: Bottles of 100 and 500 pink-and-white laminated tablets. 
Or RoBAXISAL®-PH (ROBAXIN with Phenaphen®) — when anxiety is 
associated with painful skeletal muscle spasm. 
Each RopaxisAL-PH ‘Tablet contains: 
Ropaxin (methocarbamol Robins) 400mg. Acetylsalicylic acid $1 mg. 
Phenacetin 97mg. Hyoscyamine sulfate 0.016mg. Phenobarbital (%gr.) 8.1 mg. 
Supply: Bottles of 100 and 500 green-and-white laminated tablets. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ...seeking tomorrow's with persistence. 


SS 
Robins | 
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THE LATTIMORE-FINK 
LABORATORIES 


Topeka — El Dorado 
Kansas 


A. A. Fink, M.D., Pathologist-Director 
C. G. Hermann, M.D., Pathologist 

J. L. Lattimore, M.D., Pathologist 
H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. A. Hull, A.B., Bacteriologist 

W. B. Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 
A.M.A. Approved School of 
Medical Technology 


Containers Furnished Upon Request 


The Neurological Hospital 


2625 West Paseo Blvd. 
Kansas City 8, Missouri 
Harrison 1-0623 
* 

A voluntary, nonprofit facility for the treat- 
ment of acute psychiatric disorders, alcohol- 
ism, drug addiction; and the long term care 
of the geriatric patient. 


Orthopedic 
— 


WE Iste Co. 


Kansas City, Missouri 


Spinal 
Extremity 
Certitied 


Facility and 
Orthotists 
1121 GRAND BA 


OWMETERS, CATMETERS, MASKS, CANNULAS—INCLUDING HIGH 


THE TREATMENT 


HOUS 


T PATIENT. 


INCORPORATED 


PHONE ‘MOHAWK 5-5551 


Please accept this invitation to visit the Kansas Oueen 
Plant at the extreme east end: of Carey Boulevard, 8 to 5 
Monday through Friday; other times by appointment. 
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REGULAR TRUCK DELIVERY SERVICE THROUGHOUT KANSAS 
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ADVERTISEMENTS 


simple 
antibiotic 
not indicated.. 


prescribe NEW 
WIN-CODIN Tablets 


New Win-Codin tablets provide greater symptomatic relief 
from influenza, colds and sinusitis than do simple analgesic- 
antihistamine combinations. New Win-Codin tablets contain 
a full complement of the most effective agents available to 
relieve general discomfort, bring down fever and lessen 
congestive symptoms. 


Each tablet contains: 


Codeine phosphate 15 mg.—to relieve local and generalized 
pain and control dry cough 


Neo-Synephrine® 10 mg.—to shrink nasal membranes and 
open sinus ostia 


Acetylsalicyclic acid 300 mg. (5 grains)—to reduce fever and 
relieve aching 


Chlorpheniramine maleate 2 mg.—an antihistamine to shrink 
engorged membranes and lessen rhinorrhea 


Ascorbic acid (vitamin C) 50 mg.—to increase resistance to 
infections? 


New Win-Codin tablets will bring more comfort to many 
patients suffering from severe colds, influenza or sinusitis. 


Average dose: Adults, 1 or 2 tablets three times daily; children 
6 to 12 years, from 4 to | tablet three times daily. 


e Available in bottles of 100 (Class B narcotic). 
LABORATORIES *Trademark {For persons with vitamin C deficiency 
New York 18, N.\. Neo-Synephrine (brand of phenylephrine), trademark reg. U. S. Pat. Off. 


| 
a a 
6 x 
| 
| 
} 
| 
| 
198180 


28 ADVERTISEMENTS 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


ALL PHYSICIANS 
DENTISTS 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE upon request. 


Sick Room Equipment 
Health Machines 


* RENTALS — SALES * 


Invalid Walkers Exercycle 
Wheel Chairs Massage Belts 
Hospital Beds Exercise Bike 


PETRO’S SURGICAL APPLIANCES 
618-20 Quincy Topeka, Kans. Ph. CE-40207 


Prairie View Hospital 


Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 


mittee. 


Reliable 


PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


Professional Protection Exclusively since 1899 


KANSAS CITY OFFICE: Robert E. McCurdy, Rep. 


8917 W. 94th Street, Overland Park, Kansas 


Tel. LOgan 1-1498 
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How 

do 
Filmtab° 
coated 
vitamins 
stack 
up? 


Up until the moment we put the coatings on the Optilets® be- 
low, the tablets were all the same. Now, consider the differences. 

The column on the left contains 125 Optilets with a con- 
ventional sugar coating. 

The column on the right—125 Optilets with a Filmtab 
coating. 

How do they stack up? 

Well it’s easy to see that the column on the right is much 
shorter. That’s because the Filmtab coating cuts tablet bulk 
up to 30%. The result is a small, streamlined vitamin that’s 
easy to swallow—the most compact tablet of its kind. 

And when it comes to protecting potency (the main function 
of a coating), the Filmtab is in a class by itself. Sugar coatings, 
by their very nature, are aqueous solutions. Yet every measure 
must be taken to keep moisture out of the vital tablet core, 
necessitating ‘‘seal’’ coats which also increase bulk. The Filmtab 
operation, on the other hand, is essentially an anhydrous 
procedure. Seal coats are neither used nor needed. The chances 
of moisture being trapped inside the tablet are infinitesimal. 

No chipping or breaking, no vitamin tastes 
or odors, no wasted vitamins—thanks to the 
Filmtab coating. 

Only the Abbott Filmtab offers so much in ABBOTT 
so little. 


Filmtab—Film-sealed Tablets, Abbott. 
© 1960, ABBOTT LABORATORIES 101031A 
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Abbott 
Vitamins 
Stay 

On the 
Table 


MAINTENANCE FORMULAS 


DAYTEENS™ To help insure optiomal nutrition 
in growing teenagers 


Each Filmtab® represents: 

Thiamine Mononitrate (B1)................ 2 mg. 
Pyridoxine Hydrochloride................ 0.5 mg. 
Cobalamin (Vitamin Bi2)............ ... 2 mcg. 
Calcium Pantothenate..................... 5 mg. 
Copper (as sulfate).................... 0.15 mg. 
lodine (as calcium iodate).............. 0.1 mg. 
Manganese (as sulfate)................ 0.05 mg. 
Magnesium (as oxide)................. 0.15 mg. 
Calcium (as phosphate)................ 250 mg. 


Phosphorus (as calcium phosphate).... 193 mg. 
In table bottles of 100, bottles of 250 & 1000 


DAYALETS® Extra-potent maintenance formu- 
las, ideal for the nutritionally ‘‘run-down" 


Each Filmtab® represents: 

cans 25 mcg. (1000 units) 
Thiamine Mononitrate.................... 5 mg. 
Pyridoxine Hydrochloride................. 2 mg. 
Cobalamin (Vitamin Bi2)................ 2 mcg. 
Calcium Pantothenate..................... 5 mg. 


In table bottles of 100, bottles of 50, 250 & 1000 


DAYALETS-M® Each Filmtab represents all the 
vitamins of Dayalets plus the following: 


Copper (as sulfate)................ 1 mg. 
lodine (as calcium iodate)............. 0.15 mg. 
0.1 mg. 
Manganese (as sulfate).................... 1 mg. 
Magnesium (as oxide)..................- 5 mg. 


Molybdenum (as sodium molybdate).... 0.2 mg. 
In table bottles of 100 & 250, bottles of 1000 


...1n attractive daily-reminder table-bottles 


THERAPEUTIC FORMULAS 


OPTILETS® Therapeutic formulas for more 
severe deficiencies—iliness, infection, etc. 


Each Filmtab® represents: 

7.5 mg.(25,000 units) 
Thiamine Hydrochloride................. 10 mg. 
Pyridoxine Hydrochloride................. 5 mg. 
Cobalamin (Vitamin Biz) ............... 6 mcg. 
Calcium Pantothenate............. re. 20 mg. 


In table bottles of 30 & 100, bottles of 1000 


OPTILETS-M® Each Filmtab represents all the 
vitamins of Optilets plus the following: 


lodine (as calcium iodate)............. 0.15 mg. 
Manganese (as 1 mg. 
Magnesium (as oxide)................... .. 5mg. 


Molybdenum (as sodium molybdate). ... 0.2 mg. 
In table bottles of 30 & 100, botties of 1000 


SUR-BEX® WITH C Therapeutic B-complex 
with C, for convalescence, stress, post-surgery. 


Each Filmtab® represents: 


Thiamine 6 mg. 
Pyridoxine Hydrochloride.............. 2.5 mg. 
Cobalamin (Vitamin 2 mcg. 
Calcium Pantothenate................... 10 mg. 
Desiccated Liver, N.F................06- 150 mg. 
Fraction: 2, NS. 150 mg. 
Brewer's Yeast Dried................... 150 mg. 


In table bottles of 60, bottles of 100, 500 & 1000 


ABBOTT 


TABLE BOTTLES AT NO EXTRA COST 


VITAMINS BY ABBOTT 


TM~TRADEMARK 


@FILMTAB— FILM-SEALED TABLETS, ASBOTT 
©1960, ABBOTT LABORATORIES 1010318 
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ADVERTISEMENTS 


blood pressure 


Rautrax-N lowers high blood pressure gently, 
gradually ... protects against sharp fluctuations 
in the normal pressure swing. Rautrax-N com- 
bines Raudixin, the cornerstone of antihyperten- 
sive therapy, with Naturetin, the new, safer 
diuretic-antihypertensive agent. The comple- 
mentary action of the components permits a 
lower dose of each thus reducing the incidence 
of side effects. The result: Maximum effective- 
ness, minimal dosage, enhanced safety. Rautrax-N 
also contains potassium chloride — for added 
alate against possible potassium depletion 
uring maintenance therapy. 


Supply: Rautrax-N — capsule-shaped tablets — 
50 mg. Raudixin, 4 mg. Naturetin, and 400 mg. 
potassium chloride. Rautrax-N Modified —cap- 
sule-shaped tablets—50 mg. Raudixin, 2 mg. 
Naturetin, and 400 mg. potassium chloride. For 
complete information write Squibb, 745 Fifth 
Avenue, New York 22, N. Y. 


Squibb Standardized Whole Root R (Raudixin) = 
and Benzydroflumethiazide (*Naturetin) with Potassium Chloride SQUIBB 
ano natunctin® arg sQuige TRADEMARKS, 
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. ° The Journal accepts short classified 
Medical Appliances advertising from the members of the 
Kansas Medical Society without a charge. 

These ads run in three consecutive issues 
Our medical appliance department does of the Journal and are keyed with a 
expert fitting of: correspondence number. All replies are 
forwarded immediately to the advertiser. 
Elastic hosiery Dorso-lumbar supports Other brief classified ads are accepted 
from members of the medical profession 


Breast prostheses . Lumbo-sacral belts 1 1 of the Edi 
Taylor back braces Maternity belts 
Rib belts Trusses 
Pelvic traction belts 
By 
Fittings by prescription oniy Patronizing 
Our 
Munns Medical Supply Company pce 
Topeka, Kansas You Help Support 
Your 
Tenth and Horne Streets Telephone CE 5-5383 J 1 
ourna 


COMPREHENSIVE 
OLD AGE BENEFITS 


A brightens the outlook 

A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone metabolism 


1 small “6 every morning 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. ¢ poten 50 mg. ¢ I-Lysine Monohydrochloride 25 mg. ¢ Vitamin Vitamin E 
2.5 mg. d-Amphetamine 2.5 mg. Vitam ocop! Acid Succinate) 10 Int. Units Rutin 12.5 mg. « 

A (Acetate) 5,000 "S.P. Units * Vitamin D 500 U. Units « errous Fumarate (Elemental iron, 10 mg.) 30.4 mg. © lodine 
By. with AUTRINIC® Intrinsic as KI) 0.1 mg. Calcium (as CaHPO,) 35 mg. Phosphorus (as 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. ¢ Ribo- CaHPO,) 27 mg. « Fluorine (as CaF.) 0.1 m "s Copper (as Cud 
flavin mg. Niacinamide 15 mg. Pyridoxine” HCI 1 mg. © Potassium K,SO,) 5 mg. anganese (as MnO. 
0.5 mg. Calcium Pantothenate 5 mg. Choline Bitartrate 1 mg. Zinc (as ZnO) 0.5 {mgo) 1 mg. Boron 
25 mg. © Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate (as Na,B,0,.10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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hen you suspect 
may become more 


than justa cold... 


According to a report by the Council on Drugs 
of the American Medical Association,* 
R, + symptomatic relief of aches, pains, antibiotics may be administered for prophylaxis 
fever, coryza and rhinorrhea associated 
against secondary bacterial invaders in the 


with upper respiratory infections 
* effective antibiotic action against following types of patients with influenza: 


Only a single prescription provides: 


secondary infections caused pregnant women; debilitated infants; 
older individuals; patients being treated for other 
Each bacterial infections with chemotherapeutic 
P Capsule contains: agents, and patients with chronic, nonallergic 
NTIBIOTIC 
TETREX (tetracycline phosphate complex i i 2 
equivalent to tetracycline HC1).......sssseseeeneses 125 mg. respiratory disease 
ANALGESIC — ANTIPYRETIC *Council on Drugs, J.A.M.A. 165:58 (Sept. 7) 1957. 
Aspirin 150 mg. 
Phenacetin 120 mg. 
Caffeine 30 mg. 
ANTIHISTAMINIC 
BRISTAMIN (phenyltoloxamine citrate)...............- 25 mg. BRISTOL LABORATORIES 
Dosage: =" 2 capsules 3 or 4 times a day for 3 to 5 Div. of Bristol-Myers Co. BRISTOL. -_ 
Children: 6 to 12 yrs.: One-half the adult dose. SYRACUSE, NEW YORK 


Supplied: Bottles of 24 and 100 capsules. 
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More direct control of 
specific rheumatic types 


@ Exiective, fast anti-rheumatic activity without 
experimentation—that’s the simple truth about P-B- 
SAL-C (Ulmer) combinations which have been dem- 
onstrated in a wide range cf rheumatic diseases. 

Relief is not only fast, but is sustained on small 
daily dosage. Specially fabricated combinations of 
P-B-SAL-C provide a chcice in specific rheumatic 
disorders. In severe joint pain (particularly in persons 
over 40, say leading medical authorities), P-B-SAL-C 
with COLCHICINE can be used diagnostically to 
ascertain or disprove a gouty condition. Colchicine 
is specific for the diagnosis and control of gout. 

And for muscular spasm associated with severe 
joint pain, P-B-SAL-C WITH ESOPRINE provides 
a two-way action to help control both pain and spasm. 

Where arthritis is complicated by cardiovascular 
conditions, P-B-SAL-C SODIUM FREE brings relief 
without disturbing electrolyte balance. Neither so- 
dium nor potassium are contained in this combination. 

In routine therapy, high plasma salicylate levels 
are quickly reached with the basic combination, 
P-B-SAL-C. 

Whichever P-B-SAL-C combination is prescribed, 
you’re assured that thousands of patients have ex- 
perienced rapid relief and sustained it at a very mode. 
ate cost. Let us forward your name to our nearesi 
detail man for complete information. 


P-B-SAL-C 


(ULMER) 


THE ULMER PHARMACAL COMPANY 


MINNEAPOLIS 3, MINNESOTA 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW MAY A PATIENT 
BE REASSURED 

THAT REMOVAL 

OF HIS GALLBLADDER 
WILL NOT SERIOUSLY 
IMPAIR HIS DIGESTIVE 
ABILITY? 


He may be told that, among animals 
of similar dietary habits and digestive 
processes, some have a gallbladder 
and some do not. Among the 
herbivores, the cow and sheep have 
one, the deer and horse do not; 
among the omnivores, the mouse 
has one but the rat does not. 


Source: Farris, J. M., and Smith, G. K.: 
M. Clin. North America 43:1133 (July) 1959. 


dehydrocholic aci 


esulting clinical symptom pp 
el by acid administr tio 


ver: une on 
‘ork; 


COMPANY, INC 
Elkhart + Indiana 
Toronto * Canada 
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New 
Available: DECHOLIN Tablets: (dehydrocholic 
“acid, AMES) 3% gr. (250 mg.) Bottles of 100, 
1,000, 
DECHOLIN® WITH BELLADONNA 
-(dehydrocholic acid with belladonna, AMES) 
vailable: Decuotin Belladonna Tablets: 
ECHOLIN (dehydrocho! lic acid, ) 3: 
AMES 


CONTROL WHEN IT 
IS VITALLY NEEDED: | 
THORAZINE® INJECTION 


brand of chlorpromazine 


‘Thorazine’ can rapidly control the severely 
agitated patient, preventing him from harming 
himself or those around him. Usually, his 
belligerence, hostility and excitement are re- 
placed by rational, docile behavior, and he 
becomes receptive to guidarice and counselling. 
‘Thorazine’ is so effective in agitation because 
it provides an intense tranquilizing effect, for 
control of both emotional and physical hyper- 
activity; and a transitory soporific effect, for 
added initial control of physical hyperactivity. 


Smith Kline & French Laboratories 
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